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SPECIAL ANNOUNCEMENT 


A new product prepared especially for the 
convenience of the Rhinologist 


Rhinol Ribbon Gauze 


A sterilized, antiseptic, non-drying, emollient, 
non-adhesive strip gauze, specially prepared 
for use in nasal surgery and post-operative 
packing. 


Formula: Sterilized animal Fat; Sterilized gauze; 
Phenol; Acid Boracic; Unguent; Sterilized at 235° F. 


Each package contains twenty (20) hermetic- 
ally sealed dressings. Price per package $1.00. 


Sample on request. 


The Rhinol Company 


St. Louis, Mo. 
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ORIGINAL COMMUNICATIONS. 


(ene Communications are received with the waneeenree) 
that they are contributed exclusively to Taz Lanyncoscorz. 


THE RELATION OF BRONCHOSCOPY AND ESOPHAG- 
OSCOPY TO SURGERY AND MEDICINE.* 
Dr. SAMUEL IGLAUER, Cincinnati. 

It has no doubt occurred to many of you as it has to the writer, 
that despite the great strides which have been made in both bron- 
choscopy and. esophagoscopy, they still remain somewhat detached 
from the fields of medicine and surgery, to which they are really 
closely related. In this paper I shall endeavor to point out some 
of the links which should bind our specialty to medicine in general. 

The removal of a foreign body from a bronchus, under direct 
vision, as accomplished by Killian for the first time in 1897, mark- 
ed the beginning of an epoch, and very soon thereafter this life- 
saving procedure became rather generally recognized as the method 
of choice. Nevertheless, all of us still encounter cases where the 
practitioner first consulted has either advised the patient that the 
foreign body has been swallowed or will be coughed up, or at best 
blind groping has been employed, in an attempt to dislodge the in- 
truder. Far from succeeding, such treatment usually increases the 
hazard to the patient, or actually endangers his life by forcing the 
foreign body into or through the tissues’ themselves. No doubt, the 
medical student of today is properly informed on this subject, but 
how to reach many of the older graduates still remains a problem. 

Although the vast majority of foreign bodies can and should be 
removed by bronchoscopy or esophagoscopy (as the case may be) 
there still remains a certain number in which an external operation 
is indicated. I refer especially to foreign bodies which have per- 


*President’s address before the American Bronchoscopic Society, Atlantic 
City, N. J., May, 9, 1923. 
Editor’s Note—This manuscript received in The Laryngoscope Office and 
accepted for publication, November 5, 1923. 
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forated the walls of the esophagus, where a fatal mediastinitis will 
ensue unless external drainage is instituted. In this class of cases 
the bronchoscopist and the Roentgenologist can and should deter- 
mine that such an operation is indicated. The same holds true of 
inspirated foreign bodies beyond the reach of the bronchoscope, as 
well as in the case of certain lung abscesses. By combined X-ray 
and bronchoscopic examination it can usually be determined whether 
or not a rib resection is necessary. In the actual carrying out of 
such an operation the introduction of a bronchoscope will act as a 
guide to the surgeon seeking the foreign body or the abscess. 

In cases of goitre complicated by either compression or injury 
of the recurrent laryngeal nerves, the diagnosis and treatment of 
the paralyzed cords belong chiefly in the domain of the laryngolo- 
gist and the bronchoscopist. Likewise the scabbard traction re- 
sulting from goitrous compression can be readily observed by endo- 
scopy prior to operation, and it is reasonable to suppose that goitre 
operations upon cases with a flabby artophic trachea would be 
simpler and safer if a tracheoscope were introduced as a part of 
the operative technic. 

Co-operation between the esophagoscopist and surgeon is advis- 
able, if not essential, in the surgery of esophageal diverticuli. With 
an esophogoscope in place the surgical removal of the pouch is 
greatly facilitated. This was demonstrated in a recent case where 
I worked in conjunction with a general surgeon, who, to our mu- 
tual surprise and pleasure, was greatly aided by the transillumina- 
tion which marked the outlines and limits of the diverticulum. 

In the treatment of esophageal stricture, the esophogoscopist can 
readily determine whether the case can be treated by him alone or 
whether a gastrostomy is indicated. When bouginage without end 
is instituted the technic is greatly facilitated by upper, as well as 
retrograde, esophagoscopy. 

If success is ever to crown the efforts of surgery to remove ma- 
lignant disease of the esophagus, it will only come about by co-oper- 
ation between the operator and the esophagoscopist. 

The art of gastroscopy is still in its infancy but there doubtless 
remains great possibilities for the direct examination of the inter- 
ior of the stomach. 

In relation to medicine, certain diseases suggest themselves as 
suitable for study and treatment by the endobronchial method. It 
is only necessary to mention the brilliant results in the treatment 
of bronchiectatic cavities and lung abscess, the less startling results 
of the endobronchial treatment of asthma. The treatment of laryn- 
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geal and of tracheal tuberculosis by the direct method has revolu- 
tionized the prognosis of these distressing conditions. Whereas, in 
former years the progonsis of laryngeal tuberculosis was regarded 
almost as bad as that of carcinoma itself, under the present meth- 
ods of treatment, especially by the aid of suspension and the use 
of the cautery, many victims of laryngeal tuberculosis may hope- 
fully look forward to complete recovery. 

The pediatrist is confronted by certain problems, in the solution 
of which bronchoscopy and laryngoscopy can furnish great aid. For 
example, in determining the cause and in treating severe cases of 
congenital stridor the direct methods are indispensable. Direct ex- 
amination has proven in some cases at least, that thymic asthma is 
due to mechanical pressure and not toxemia as has been main- 
tained on grounds more or less theoretical. 

One of the most difficult problems of the pediatrist is to differen- 
tiate ordinary croup from laryngeal diphtheria. Until immuniza- 
tion against diphtheria becomes as universal as small-pox vaccina- 
tion this problem will remain. The rule adopted today to play 
safe when in doubt and give antitoxin is a good one, but it is neith- 
er scientific nor practical. During an influenza epidemic so many 
children present laryngeal signs that many cases are confounded 
with diphtheria and conversely laryngeal diphtheria is often diag- 
nosed influenza. Time and lives are lost waiting for cultures and 
negative cultures mean nothing. A direct examination of the larynx 
will, in most cases, almost certainly determine the true diagnosis. 
Unfortunately, however, the laryngologist is not always available 
or he frequently evinces but slight interest in these unfortunate lit- 
tle patients, fearing perhaps that he may spread contagion. 

Under these circumstances would it not be a wise thing for the 
pediatrician of the future to master the art of direct laryngoscopy, 
as he is mastering the art of otoscopy? 

The closest co-operation is essential between the pediatrist and 
the bronchoscopist in the treatment of the acute and chronic steno- 
ses of the larynx, complicating the diphtheritic process. 

It has become the duty of our branch of the profession to warn 
the public and the physicians of the danger lurking in the apparent- 
ly harmless can of household lye, and the burden of treating the 
unfortunate little victims has fallen on our shoulders. Our Society 
should, in every way possible, endeavor to elicit the interest of the 
physician and the surgeon in the work we are doing and we should 
willingly co-operate at all times with the profession. 


Pearl Market Bank Building. 















SYSTEMIC COMPLICATIONS IN CASES OF FOREIGN 
BODY IN THE BRONCHI OF CHILDREN.* 


Dr. ELten J. Parrerson, Pittsburgh, Pa. 


A hitherto unreported complication of foreign body in the res- 
piratory tract of children, although a frequently encountered dis- 
ease in small children, was brought to my attention by two cases 
which recently came under my care. This disease, pyelitis, occurs 
frequently in children in two forms: (1) the so-called primary 
form, and (2) the secondary form which occurs as a complication 
of other diseases, the latter being more frequent. Pyelitis is more 
common in girls than boys and is usually due to infection by the 
‘bacillus coli communis alone or associated with other bacteria. 

There are three chief theories as to the manner in which the in- 
fection reaches the kidney (1) ascending infection through the ure- 
ter, (2) lymphogenous transmission directly from the bowels and 
(3) haemtogenous infection. The whole subject of the mode of 
infection is still under discussion, but clinical facts support all three 
theories and all three routes are possible. Whatever the final de- 
cision may be in part it probably will involve the sexual anatomy 
since the preponderance of pyelitis among girls is too great to be 
explained on any other basis. 

Constitutional symptoms, aside from irregular fever of more or 
less indefinite duration, may be intense, moderate or absent. An ex- 
amination of the urine reveals pus and the riddle is solved. Neither 
a few corpuscles alone nor albumin alone occurring in traces would 
make certain the diagnosis, but both together present in an acid 
urine, especially if the colon bacillus is present, when accompanied 
by fever not due to other demonstrable cause, present convincing 
evidence of the incidence of this disease. Cases of pyelitis occur 
without fever. In these, however, there is usually the history of a 
recently preceding acute illness. 

Case I. B. K., female, aged 4 years, referred by Dr. G. H. Mc- 
Geary with a history of having aspirated a bead while playing, after 
which the respirations became wheezy. The mother stated that the 
child had had infantile paralysis a year previously since which time 
she became very nervous and irritable upon the slightest provoca- 
tion and frequently had convulsions. 


*Read before the American Bronchoscopic Society, Atlantic City, N. J., 
City, May 9, 1923 

Editor's Note—This manuscrigt received in The Laryngoscope Office and 
accepted for publication, November + 1923. 
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‘ 


Upon admission to the Presbterian Hospital, February 28, 1922, 
two weeks after the accident, the child was poorly nourished, pale, 
irritable and had a slight cough. The roentgenologist, Dr. Geo. W. 
Grier, reported as follows: “The X-ray shows a small round opaque 
foreign body near the hilus of the right lung (Fig. 1), apparently in 
either the right main bronchus or in the posterior branch of the in- 
terior lobe bronchus. There is some change in the lung at the right base 
which leads us to think that this foreign body is in the posterior 
branch of the inferior lobe’bronchus. The foreign body is about the 
size of a pea and is apparently a glass bead like the sample shown 














Fig. 1. Radiogram showing bead in right bronchus. 


Fig. 2. Glass bead removed from right bronchus, 





to us by the mother.” The internist, Dr. J. H. Barach, reported 
physical findings suggestive of a pleuritic rub. Right chest no rales, 
no consolidation and no suppressed breathing. No physical signs 
suggesting localization. Respiratory sounds exaggerated on left 
side of chest. This may be “compensatory breathing” which would 
indicate foreign body on right side. At bronchoscopy, without anes- 
thesia, I could grasp the bead but the forceps blades were too smooth 
and slipped off. Two days later the temperature suddenly rose to 
105° F., R. 36, P. 124. The child complained of feeling tired, 
appeared very apathetic, and physical examination was nega- 
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tive except for the presence of somewhat suppressed breathing at 
the right base. Urinalysis showed pus, leucoctyes and a trace of 
albumin in an acid urine. 


March 10, 1922. Eight days later, upon finishing her supper, 
the child coughed violently, vomited her supper and became some- 
what cyanosed. Physical examination revealed the wheezing rales 
over both lungs and a roentgenogram showed the foreign body in 
the left bronchus, The temperature had dropped to normal, urine 
was alkaline but still showed from 2-4 pus cells to the field. 

March 13, 1922. At bronchoscopy, without anesthesia, using for- 
ceps with roughened blades I could grasp the bead but the blades 
slipped off. I decided to study the case for instrumentation. The 
following day the temperature suddenly rose to 104° F., R. 22, 
Pulse 116. Physical examination revealed the asthmatoid wheeze 
anteriorly and posteriorly. Urine alkaline, light cloud of albumin, 
leucoctytes and puc cells 8-12 to the field. 

April 4, 1922. At bronchoscopy, without anesthesia, I attempted 
removal of the bead with an instrument made to slip through the 
hole in the bead and open on the distal end of the hole with teeth 
to prevent the bead slipping off. The instrument worked perfectly 
in theory and on the sample bead, but unfortunately the openings 
in beads are not uniform. The instrument slipped in easily but 
would not slip through the distal opening as it was very small. I 
could withdraw the bead a short distance and then it would slip 
off. 

April 6, 1922. Two days later the temperature suddenly rose to 
104° F., the child had a convulsion, lasting fifteen minutes, irreg- 
ular pulse and some cyanosis. Urine alkaline, trace of albumin 
and pus cells. 

April 18, 1922. The child seemed in very good condition. Urine 
alkaline, trace of albumin, no pus. Radiograph showed the foreign 
body in the right bronchus. At bronchoscopy, without anesthesia, 
with Chevalier Jackson’s strong spring forceps, I removed the bead 
(Fig. 2) in 2 minutes, 25 seconds. ‘The temperature remained normal, 
urine negative and the child’s disposition seemed entirely changed. 

Comment: The sudden rise in temperature without any symptoms 
or physical signs to explain it, together with the child’s apathetic 
appearance, made me suspicious in this case of a pyelitis. The 
urinalysis confirmed my suspicions. 

Case II. M. P., female, aged 4 years, referred by Dr. W. C. 
Burchfield, of New Castle, Pa., with a history of having aspirated 
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a carpet tack 18 days previouly after which she breathed noisily 
when playing. 

February 13, 1923. Upon admission to the Presbyterian Hospital, 
the child appeared well nourished with rosy cheeks. T. 99.3°, F 
R. 32. She had the asthmatoid wheeze heard at the open mouth 
on exertion. Physical examination by Dr. C. W. Morton revealed 
wheezing respirations about the bifurcation more noticeable on the 
right side. Breath sounds markedly exaggerated on the right side 
and decreased over the entire lower left. Dr. G. W. Grier reported 


7) 











Fig. 3. Carpet tack removed from left bronchus. 
Fig. 4. Tack removed from left bronchus. 


that the X-ray showed a large carpet tack in the left main bronchus 
(Fig. 3), a few millimeters above the orifice of the lower lobe bron- 
chus the head of the tack was down, the point up. The left lung was 
clear but there were areas of infiltration in the right lung suggestive 
of infection. At bronchoscopy, without anesthesia, I found a very in- 
tense tracheo-bronchitis with much pus in the left bronchus and 
the point of the tack imbedded in the mucosa. I evacuated the pus 
but could not liberate the point of the tack sufficiently to withdraw 
it safely. The temperature did not go above 101° F., but the child 
seemed very apathetic, sleeping a greater part of the time and she 
vomited occasionally. Urine showed pus cells, a trace of albumin 
and was acid in reaction. 

February 20, 1923. At bronchoscopy, without anesthesia, I re- 
moved the tack (Fig. 4), in 19 minutes, 5 seconds. 
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The temperature remained normal, the urine became negative in 
five days and air entered both lungs freely. 

Comment. The apathy in a healthy looking child led me to sus- 
pect pyelitis in this case. 

The following case is reported as illustrative of another compli- 
cation of foreign body in the respiratory tract in babies, which has 
caused in many of my cases symptoms of impending mortality, name- 
ly severe tracheo-bronchitis accompanied with thick tenacious se- 
cretion. 

Case III. S. W., female, 14 months of age, referred by Dr. 
Eleanor H. Balph with the following history: September 15, 1922, 
the baby gagged and coughed and the other children told the mother 
that the baby had swallowed a tack. The family physician treated 
the child for two weeks for broncho-pneumonia. The child seemed 
better for a week when she began to wheeze and the second physi- 
cian consulted said the child had asthma or diphtheria and gave her 
antitoxin. He doubted the story of the tack because of the ab- 
sence of pain. He said a tack would jag the child and she would 
have pain. The mother, becoming discouraged, treated the babe for 
3 weeks at home, after which she went to a dispensary clinic and 
fortunately fell into the hands of Dr. Balph who elicited the foreign 
body history, had a radiograph made and diagnosticated the tack 
in the left bronchus. December 1, 1922, upon admission, ten weeks 
after the aspiration of the tack, the child was pale, very irritable, 
looked septic, coughed frequently and cried whenever approached. 
She had an athmatoid wheeze on inspiration heard at the open 
mouth. She was well nourished, weight 21 pounds, 13 ounces. Phy- 
sical examination by Dr. C. W. Morton revealed rales posteriorly 
over both sides of the chest, a little more marked at both bases than 
higher up. There was dullness over both lungs posteriorly. Dr. G. 
W. Grier reported that roentgenographic examination revealed a 
carpet tack in the left bronchus at the bifurcation of bronchus (Fig. 5), 
head down, point up, with accumulation of pus in the bronchi of both 
lungs. This case presented several problems. The child was breast 
fed and while we felt that she should be weaned we feared it would 
jeopardize the child’s life to take her from the breast and operate 
at the same time. The mother lived too far away to come back 
and forth to nurse the child and the hospital was full of influenza 
patients. At bronchoscopy, without anesthesia, I found the left 
bronchus full of thick pus and the point of the tack imbedded and 
covered with granulations. I did not think it advisable to prolong 
the bronchoscopy more than 18 minutes, most of which was con- 
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sumed in evacuating pus. Twenty-four hours after bronchoscopy 
it was necessary to do tracheotomy to relieve dyspnea due to the 
thick secretion. Cultures from the secretion obtained at tracheo- 
tomy showed pneumococci and staphylococci. The following day 
the baby became cyanotic several times, and each time, to prevent 
asphyxia, we had to remove thick crusts from the trachea, which 
the child was unable to cough out. The administration of oxygen, 
stimulants and enteroclysis were necessary to keep her alive. At 
the suggestion of Dr. C. W. Morton, we gave the child Syr. ferri 

















Fig. 5 Radiogram showing carpet tack in left bronchus 


fp 


Fig. 6. Carpet tack removed from left bronchus 


iodid 3 drops every 3 hours and found after a few doses that the 
secretions became sufficiently thinned for the child to cough them 
out through the tracheotomic tube. December 10, 1922, at peroral 
bronchoscopy, without anesthesia, I evacuated pus but deemed it 
unwise to continue work long enough to free the point of the tack 
because of the child’s general condition. December 15, 1922. The 
mother developed influenza and the child was put upon a formula. 
Three days later the child was about to be taken to the operating 
room when we found one of the nurses on duty in the childrens’ 
ward had a positive culture for diphtheria. January 4, 192 
ral bronchoscopy, without anesthesia, unsuccessful. January 7, 1923, 


3. Pero- 


at peroral bronchoscopy, without anesthesia, I removed the tack 
(Fig. 6), in 27 minutes and decannulated the child three days later. 
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Comment. In this case, previous to bronchoscopy, the child was 
given tinct. opii camphorata M. xxx and atropin sulph gr. 1/1000 
which I found a great help. The use of Syr. ferri iodid started 
immediately after bronchoscopy to control the consistency of the 
secretion is, I believe, a new point of great value now amply proven 
in other cases. We could calculate almost the exact number of 
doses necessary to thin the secretion. 

It is not recognized by the profession that foreign body in the 
lung does not cause pain. 

Thanks are due Dr. Wm. L. Marks for his invaluable assistance 
in all of the foregoing cases, and to Dr. J. H. Barach and Dr. C. 
W. Morton for careful study of the physical signs in these cases, 
and especially to Dr. C. W. Morton for the invaluable suggestion 
of the use of syrup of the iodid of iron. It has been suggested by 
Dr. T. Elterich, that sodium iodid would be less irritating and less 
apt to disturb the digestion of a baby. 

‘Conclusions. 1. Pyelitis may occur as a complication of foreign 
body in the bronchus of a child. 

2. Smooth foreign bodies like beads are best removed by a 
strong spring forcep which tends to push the bronchial mucosa 
aside and thus make a forceps space to encircle the foreign body at 
its greatest diameter. 

3. Bronchoscopy even in small children, is a safe procedure when 
not prolonged indefinitely. 

1. In babies whose lives are endangered by asphyxiation from 
thick secretion, the consistency of the secretion can be controlled 
by use of the iodids. 


Westinghouse Bldg. 




































REPORT OF A CASE OF CARCINOMA OF THE LEFT 
PRIMARY BRONCHUS.* 
Dr. D. Crospy GREENE, Boston. 

Until recent years, with the advent of bronchoscopy, the diag- 
nosis of malignant disease of the lower respiratory tract was usu- 
ally made at the autopsy table. It is of interest therefore to record 
the increasing number of cases reported in the literature in which 
the diagnosis has been made in the living by bronchoscopy, and the 
rare instance as in Dr. Jackson’s case, where the successful re- 
moval of the growth has been accomplished. 

The following case which I wish to report is a recent one in 
which the result of the treatment by bronchoscopy and radiation is 
still uncertain, and I expect to give a further report on the out- 
come at the next meeting of this Society. 

On March 7, 1923 I was asked to see a patient in consultation 
at the Peter Bent Brigham Hospital in the service of Dr. Henry 
Christian, with a view to bronchoscopy. A resume of the impor- 
tant facts in the history and physical examination up to that time 
as shown in the hospital records is as follows: 

Miss L. G., a Polish book packer of 19 was admitted to the hos- 
pital on Nov. 3, 1922, complaining of cough of two weeks dura- 
tion and pains in the left side of the chest. The cough was at first 
unproductive but for a week previous to entrance she had been 
raising small amounts of sputum which were not blood tinged. Pre- 
vious to this illness she had always been well except for measles in 
childhood. 

Physical examination at entrance: 

Temperature 100; pulse 120; respirations 20; blood pressure 
112-85. Well developed and nourished. Cheeks flushed. Cardiac 
apex beat was seen and felt in the left 3rd interspace 12% cm. 
from the mid-sternal line. Tactile fremitus was increased over 
left upper chest, absent over left lower. Percussion note impaired 
all over left lung. Definite tympanitic quality to the note above the 
4th rib anteriorly, in the upper axilla and above the spine of the 
scapula behind. In this area the breath sounds were faint and 
bronchial in character. Over the remainder of the left lung the 


*Read before the American Bronchoscopic Society, Atiantic City, N. J., 
May 9, 1923. 

Editor’s Note—This manuscript received in The Laryngoscope Office and 
accepted for publication, November 5, 1923. 
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percussion note was very dull, almost flat, and breath sounds were 
not heard. The right lung showed no abnormality. 

The blood examination was normal except for a slightly high 
white count which varied between 10,000 and 16,000 on 19 counts. 

Urine was normal. 

Sputum was muco-purulent and contained mixed bacterial flora, 
chiefly cocci, no tubercle bacilli and no blood. 

The patient’s condition was diagnosed as pleurisy with effusion 
and a thoracentesis was done. The needle passed easily into the 
pleural cavity and lung tissue was encountered. No fluid was ob- 
tained. 

Nov. 5, roentgenogram taken by Dr. M. C. Sossman showed the 
left chest opaque except for a small part of the upper lobe which 
contained air. The heart, aorta and trachea were displaced to the 
left. The diaphragm was high and fixed. 

Nov. 9, second roentgenogram showed some clearing in the up- 
per half of the left lung but no change in the displacement of or- 
gans before noted. 

Films taken on Nov. 20 and 29 showed a return to the appear 
ance found in the first film. 

The patient remained in the hospital for 51 days without fur- 
ther developments except the final subsidence of fever, the tem- 
perature being normal for the last 5 days before her discharge. The 
physical signs remained unchanged. She expectorated each day 50 
to 100 cc. of sputum which at no time showed any tubercle bacilli 
or blood. Upon her discharge from the hospital she returned to 
her home and reported to the out patient clinic for observation. 
For about two months her condition remained about stationary. 
During this time she had two small hemoptyses, about half an 
ounce each. 

On February 22, 1923, she had a chill, her coughing became more 
frequent and pains in her chest recurred. Two days later she 
again entered the hospital with a temperature of 103, pulse 130, 
respiration 32. Her temperature became normal on the second 
dal, rose a week later to 102, and again became normal in three 
days. Physical examination and other findings were essentially the 
same as at her previous entry. 

On February 28, another roentgenogram was taken which showed 
no special change from that taken on November 5, 1922. 

Shortly after this I saw the patient in consultation and she was 
transferred to the Massachusetts Charitable Eye and Ear Infirmary 
for bronchoscopy, which I performed on March 10 last, under rec- 
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tal anesthesia. In the left primary bronchus at about 3 cm. below 
the bifurcation a round dull, red, smooth tumor was seen filling the 
lumen of the bronchus. This mass was seized with biting forceps 
and a considerable portion of it removed. Free and persistent 
bleeding ensued which so obscured the field that I desisted from the 
operation for the time. 


The report of the pathologist, Dr. F. N. Verhoeff, on the tissue 
removed at this time is as follows: The specimen consists of a 
nodule of solid tissue, 5 mm. in diameter. The surface of this is 
covered by stratified squamous epithelium having a keratin layer 
similar to epidermis. Beneath the epithelium is a rather thick layer 
of fibrous tissue in active formation. This contains foci of pigment- 
ed cells. Beneath this is the tumor proper. This consists of al- 
veoli of tumor cells in a stroma of granulation tissue rich in capil- 
laries. Some of these alveoli are very small and resemble those of 
an impigmented nevus. Others are large and tend to occur in the 
form of strands, some of which have a clear border abutting on the 
walls of blood vessels. Some of the smaller alveoli seem to contain 
indefinite minute lumina. The tumor cells are invading the stroma 
both by direct extension and by infiltration. Diagnosis, malignant 
tumor, probably carcinoma. 


Following the operation the patient had a mild febrile reaction 
lasting about two weeks. The physical signs and X-ray picture re- 
mained unchanged. 

A second bronchoscopy was done on March 29. At the same 
location in the left primary bronchus the lumen was again found 
to be occluded by a tumor mass showing a slightly sloughing sur- 
face. This mass was removed with biting forceps and the lumen 
of the bronchus appeared to be freed of growth although again a 
satisfactory view of the field was not obtained on account of per- 
sistent bleeding which could not be altogether controlled by the 
application of adrenalin soaked sponges. The tumor appeared to 
rise from the outer surface of the bronchus. Three seeds of radium 
emanations, 1 millicurie each, were inserted into this portion of the 
wall of the bronchus. Dr. Verhoeff’s report of the second speci- 
men is as follows: Specimen consists largely of fibrous connective 
tissue covered with squamous epithelium. The connective tissue is 
rich in fixed cells and is pervaded by actively proliferating blood 
vessels. The latter have walls composed of spindle cells and some 
of them consist of solid strands of cells. At one end of the speci- 
men there are alveoli similar to those in the first sepcimen. Diag- 
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nosis—teratoid tumor giving rise to a malignant hemangioma of an 
unusual type. 

Immediately after this operation, breath sounds were audible over 
the left base. The patient had a more marked febrile reaction than 
before which lasted three weeks. During this time she was in the 
medical ward of the Massachusetts General Hospital with a diag- 
nosis of pneumonia of the left lower lobe. She made a good re- 
covery and was discharged on April 27 to the Huntington Hospital 
where she was given a series of treatments by Dr. Sossman with 
the high voltage X-ray apparatus recently installed at that hospital 
by Dr. Duane. Up to the present time there has been no change in 
the physical signs except that breath sounds are heard over a slight- 
ly larger area of the left lung than at first. The patient is able to 
go about and aside from a slight cough is having no special symp- 
toms. There has been no marked loss of weight. 

The features of special interest in this case have been: 

1. The characteristic appearances of massive collapse of the 
lung due to chronic bronchial stenosis as shown by the X-ray, 
namely: density of the affected lung, deviation of the trachea, 
heart and aorta to the diseased side and a high fixed position of 
the diaphragm. 

2. The incidence of intercurrent attacks of acute inflammation 
in the lung which tended at first to obscure the diagnosis. More- 
over each bronchoscopy was followed by a pronounced febrile re- 
action presumably due to the stirring up of a latent inflammatory 
process in the lung. 

3. The unusual histological type of the tumor, which although 
not definitely to be classed as carcinoma is undoubtedly malignant. 

4. Finally the radio-therapy by the use of seeds implanted into 
the local lesion followed by the high voltage X-ray. As I have 
said, I hope to give a further report on the result in this case at 
your next annual meeting. 


23 Bay State Road. 










































CARCINOMA OF BRONCHUS.* 
Dr. H. B. Orton, Newark, N. J. 
This patient, a man, printer by occupation, age 29, white, married, 

was referred to me by Dr. Louis Davis, of 399 South Belmont 

avenue, Newark, New Jersey, for hoarseness and productive cough 
of two years duration. 

His past history was negative, other than having had pneumonia 
twice. 

Present History: Has bgen coughing for two years. Sputum had 
been repeatedly examined for tuberculosis, arid on all occasions ex- 
amination negative for bacillus. Physical signs, by Dr. Teeter, an- 
terior: heart apex in 5 space, 8 centimeters to left, rate 80, no 
murmurs, occasional extrasystole. Posterior: dullness, broncho- 
vesicular breathing, bronchial whisper, increased resonance and 
fremitus and many crepitant and sub-crepitant rales on cough. No 


pain with no paralysis of larynx, slight clubing of fingers. X-ray 


had been taken at the suggestion of Dr. Davis and reported back 
as abscess of right lung base. 

Oct. 9th, had sputum examined by Dr. John N. Gray, who re- 
ported streptococcus and pneumococcus. T. B. negative. Elastic 
fibers negative. A vaccine was made and injected until Dec. 6th. 
Bronchoscopy had been recommended many times, but patient want- 
ed to try the vaccine. Wassermann negative. On Dec. 2nd, he 
agreed to be bronchoscoped, which was done Dec. 6th. 

Bronchoscopy: Eye and Ear Infirmary, Dec. 6th, 1922. Case 
2011. Anesthetic, cocain to larynx, preceded by morphin and atro- 
phin. 

Conditions found on first endoscopy, fair amount of pus in 
trachea and bronchus on right. Carina sharp and moving freely. 
At point just below the middle lobe bronchus on right side, a ped- 
unculated, whitish yellow growth, coming from anterior wall of 
bronchus. Appearance like a polyp and at the end of growth a 
bluish purple discoloration, giving the appearance of a congested 
blood vessel, the specimen being sent to laboratory for examination 
.Y mm. Bronchoscope used. 

Difficulties and Solution: None. 

Duration of Operation: 15 minutes. 

Post-operative Radiograph: None taken at that time. 

*Read before the American Bronchoscopic Society, Atlantic City, M J., 
May 9, 1923. 


Editor’s Note—This manuscript received in The Laryngoscope Office and 
accepted for publication, November 5, 1923. 
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Remarks: After removal of growth, considerable amount of pus 
aspirated from lower bronchus. In two weeks will be broncho- 
scoped again for further observation. 

Surgeon: Henry Boylan Orton. Assistant: Henry C. Barkhorn. 
Nurse: Miss M. A. Lumbreyer. 

The following is the laboratory report of the tissue removed from 
the bronchus of Mr. Bobker: 

Small, irregular mass of tissue 1.25 by .75 by .35 c. m. One sur- 
face smoother than the other. No surface epithelium. Tissue con- 
sists of irregular islands and coils of small cells having large nuclei, 
and very little protoplasm. They resemble the large round cell 
type of sarcoma, but the supporting tissue is not so vascular. In 
places the protoplasm is present to such an extent that is resembles 
an epithelial cell. Certain areas show marked increase of chroma- 
tin. Diagnosis: Sarcoma? 

(Signed) F. A. Surron, M. D., Pathologist. 

I suggested to Dr. Sutton, on account of the uncertainty in diag- 
nosis, to send the specimen to Dr. Ewing. The following report 
was received from Dr. Ewing: 

I think the tumor of bronchus is a carcinoma, originally of pap- 
illary type, but now growing so solidly that the papillae are fused 
and in places the growth is quite diffuse like sarcoma. The tumor 
cells suggest an origin from transitional epithelium, such as lines 
the bronchi, so that they remain small. Squamous tendencies are 
absent, cohesion is slight, and the growth again tends toward the 
sarcomatous type. 

The growth seems to be fully malignant, but I have recently 
gathered courage with this type of lung tumor by seeing two cases 
in which X-ray, high -voltage, caused a complete clearing up, in 
the photo, and the patients seem to be well, for how long I do not 
dare to predict. Very sincerely yours, 

(Signed) JAmMEs EwIne. 

Dec. 9th, feeling very good, very little cough other than a little 
blood. 

Dec. 18th, patient says that he feels better than at any other time. 

Jan. 5th, second bronchoscopy showed small granulations at the 
site of former growth. 

I did not see the patient again until April 3rd, when he had some 
pain in right chest and back posterior. I then asked Dr. Teeter to 
go over Mr. Bobker’s chest, and he reported the following: 

Mr. Bobker has very definite signs of an area of consolidation 
at the right base behind. Whether this is an old condition left from 
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his pneumonia or a lung abscess or a new growth, I am not pre- 
pared to say. Would wish for more data. 

Conclusions: This patient, from all appearances, is better. X-ray 
shows clearing up of that part of chest, and is gaining in weight. 
Feels perfectly well and remarked that he was getting so fat that 
he would have to go on a diet. 

I would request that the gentlemen, present, if they have any sug- 
gestions, as to treatment. 

Last week I bronchoscoped the patient and there is no recurrence 
of growth. He is such a good patient to scope, that I did so with- 
out any morphin, only using cocain to larynx. 

671 Broad St. 


BRONCHOSCOPY, THE LIFE-SAVER IN TWO 
UNUSUAL CASES.* 
Dr. Fietpinc O. Lewis, Philadelphia, Pa. 

As these two cases are identical, they will be reported together. 
Both were males in the late sixties, on whom I performed a total 
laryngectomy for malignant disease of the larynx. 

A few days following the operation, in each case, the patients 
developed alarming symptoms of air hunger, cyanosis, labored res- 
piration, and anxious expression. The tracheotomy tubes were in- 
spected and found clear. The packing, in the region of the trachea, 
was removed with no relief. As the patients’ condition was alarm- 
ing, a bronchoscope was hurriedly prepared and when introduced 
large masses of inspissated blood was found astride the carina, 
blocking the bronchi. These were easily removed by the use of 
grasping forceps and the patients’ life quickly saved. In each case 
it was necessary to repeat bronchoscopy eight times for the same 
condition. 

In the thirteen laryngectomys, which I have had, these were the 
only two which presented this complication. 

One patient is still living after six months and the other patient 
died four months after the operation from a malignant recurrence. 

My reason for reporting these cases, is to show the importance 
of the bronchoscope as a necessary adjunct in the post-operative 
care of laryngectimized patients. 


*Read before the American Bronchoscopie Society, Atlantic City, N. J., 
May 9, 1923. 

Editor’s Note—This manuscript received in The Laryngoscope Office and 
accepted for publication, November 5, 1923. 








PRELIMINARY REPORT OF RETROGRADE ESOPHA- 
GOSCOPY IN CANCER OF THE ESOPHAGUS.* 
Dr. Fietpinc O. Lewis, Philadelphia, Pa. 

At the radiological clinic of the Philadelphia General Hospital, 
we have used with fair success, in a few cases, retrograde oesopha- 
goscopy with a view of determining the extent of a malignant 
growth of the oesophagus, as well as to treat the malignancy over 
a larger surface by the use of radium. So far as I am aware, 
there has been no method described which will give an approxi- 
mate extent of an oesophageal involvement in a malignant neo- 
plasm, which is the cause of stenotic symptoms. 

By means of X-ray and fluoroscopic studies in conjunction with 
peroral-eosophagoscopy, one is able to determine fairly accurate the 
upper boundary of the growth, but to determine the lower boundary 
is a difficult problem. 

When barium and bismuth mixtures are swallowed by the pa- 
tient, the fluoroscopist can see the fluid trickle through a narrow 
channel and then suddenly drops into the stomach, without, of 
course, coating the walls below the stricture, nor can one, by the 
means of X-ray plates, determine the extent of the growth. 

We have tried to improve upon this method in those cases which 
have required a gastrostomy, by introducing the esophagoscope in- 
to the oesophagus until the lower margin of the growth is seen. 
A mark is made on the scope, at the gastrastomy opening, and the 
distance taken from the mark to the distal end of the scope. In 
like manner, the distance is taken from the teeth to the upper ex- 
tent of the growth. These distances are then marked on the skin 
surface corresponding to the direction of the oesophagus. The in- 
tervening space between the two measurements representing ap- 
proximately the extent of the growth. 

I realize that this method is open to many objections but it 
seems fairly accurate in subjects, which are very thin or emaciated. 
261 South 17th St. 


*Read before the American Bronchoscopic Society, Atlantic City, N. J., 
May 9, 1923. 
Editor’s Note—This manuscript received in The Laryngoscope Office and 
aecepted for publication, November 5, 1923. 
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TREATMENT OF CARCINOMA OF THE ESOPHAGUS 
WITH RADIUM.* 
Dr. Tuomas E, CarMopy, Denver, Colorado. 

Carcinoma of the esophagus presents a field for investigation 
from the standpoint of diagnosis and treatment not equaled by any 
other part of the body. More than 50 per cent of all pathology 
found in its walls present carcinomatous change. 

Causes: Prolonged and constant irritation similar to cancer in other 
localities seems to be the predisposing cause. In reporting cases alcohol 
seems to have first place as cited by Summerville Hastings and the 
author, and is mentioned by a number of authors in general dis- 
cussion. Also tobacco, spicy foods and, as suggested by: William 
Mayo, hot liquids or foods. Secondary cardio-spasm, or phrenospasm 
as Jackson prefers, precedes the majority and, according to Guisez, 
this usually is caused by an anterior esophagus. The spasm may be 
of short or of many years duration. 

It may be conceded that we have a pre-cancerous stage or at 
least a period in which the changes are slowly taking place or are 
stationary for long periods. 

If there is dilatation with stenosis, esophagitis is always present 
and may present on inspection redness or thickening with grayish 
color and irregular surface, which usually bleeds easily on the least 
contact of tube or sponge. The surface of the mucous membrane 
frequently presents plaques of leukoplakia and these are found on 
the oral mucosa as well in most cases. We have observed no con- 
nection between these plaques and syphilis although the associa- 
tion in the mouth is well known. Whether the use of tobacco is a 
cause is also a question in this locality. Guisez has found a crown 
of plaques around cancerous areas which we have not seen in our 
limited experience. 

Age: The age of the patient is unimportant as wide variation 
is noted as in cancer of other parts. Guisez reports a case in sec- 
ond decade (14 years), and a few have been reported in the eighth. 
The majority are found in the fourth, fifth and sixth with the fifth 
decade slightly in the lead. 

Sex: Mills and Kimbrough report forty males and four fe- 
males, while Guisez finds it eleven times more often in males than 
in females. 





*Read meters the American Bronchoscopic Society, Atlantic City, N. J., 
May 9, 192 

Editor’s Note—This manuscript receiv e. in The Laryngoscope Office and 
accepted for publication, November 5, 192 
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Location: The location of incidents is variously given apparently 
due to difference in classifying. Guisez gives 55 per cent in mid- 
dle third out of 950 cases. Mills and Kimbrough find them about 
equally divided in their forty-four cases. 


The type is usually epitheloid and while this type metastasizes 
early in mouth cases, it does not seem to form esophageal lesions, 
thus giving a longer time for treatment. Extension does take place 
from the upper portion to larynx, from middle to the mediastinum 
and from the lower to the liver, stomach and pancreas. It must be 
borne in mind that esophageal symptoms may be caused by exten- 
sion from these parts to it. 

Symptoms: Pain is rare except in upper third when we may 
have odynophagia as well as dysphasia, similar to laryngeal cases. 
In middle and lower portions if pain is present it is felt between 
the scapula due to pressure on intercostal nerves. Late in disease 
we may have pain radiating to neck and jaws. Dysphasia with or 
without regurgitation is practically always present as the most 
prominent symptom. Appetite is usually good in early stages, even 
when food is regurgitated but at times the patient complains that 
all desire for food is lost with first mouthful if the food is solid 
enough so that it does not reach the stomach. Dilatation is rare ac- 
cording to Guisez’s first paper but our experience is to the con- 
trary and a later paper by the above author at least gives the im- 
pression that his opinion has undergone a change. Hemorrhage is 
rare unless large vessels are eroded, although slight streaking with 
blood is frequently noted when upper portion is involved. A pa- 
tient under our care at present brings up a slight amount of blood 
each day. One of Forbes’ cases died of hemorrhage. Guisez de- 
scribes the typical onset which should be called the late recognition 
for as Moynihan has said we do not recognize the early symptoms 
of disease. The great majority of patients give a history of in- 
creasing difficulty in swallowing which is painless and fairly rapid 
in progress. Meat and bread are the first foods with which diffi- 
culty is noticed. He considers this sudden painless onset as al- 
most pathognomonic of cancer. It must be remembered that many 
of these show no breaking of the mucosa but originate outside of 
the esophagus and simply collapse it by pressure. The patient 
learns to masticate and insalivate his food thoroughly but finally 
this does not avail and he is unable to swallow semi-solids and 
later even liquids. At times the salivary glands hypertrophy. The 
closure is not constant in all cases for at times the patient is able to 
swallow food even after almost complete closure, which convinces 
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him, and sometimes the physician, that it is not carcinoma but 
simple spasm. 

Diagnosis: The diagnosis may be easy from symptoms, age and 
history but should be corroborated by X-ray, esophagoscopy and 
biopsy in the order named. Many cases are diagnosed without be- 
ing esophagoscoped as it is not mentioned as a method of diagno- 
sis by Hanford or Mills and Kimbrough. Esophagoscopy, however, 
is considered indispensible by Jackson, Forbes and Guisez. All of 
the author’s cases have been esophagoscoped with the exception of 
one who would not submit to the procedure. 

The esophagoscope should not be passed by an inexperienced 
operator in one of these cases and only with the aid of the eye, 
as the danger of perforation is probably greater than in any other 
lesion of the esophagus. Aneurysm of the aorta and abscess in the 
mediastinum should be excluded by X-ray before passing tube. 

Biopsy is important as absolute proof but not necessary if the 
endoscopist is experienced and it is at times very dangerous on ac- 
count of the possibility of perforation. Furthermore, the pro- 
cedure is questioned by many unless preceded by irradiation to block 
the lymphatics. 

The differential diagnosis from syphilis may be necessary even 
after esophogoscopy but test for lues should be made before this 
time. The possibility of the presence of a mixed lesion must also 
be considered. The heaped-up cauliflower appearance of the car- 
cinomatous ulcer will not be mistaken for an ulcer produced by the 
tubercle bacillus or the spirochete. The odor from the cancerous 
tissue that we get through the tube is characteristic and if upper end 
is involved this may be noted before passing tube. Simple obstruc- 
tion will usually not show more than hyperemia above scarred ring 
but should be examined often if not relieved. 

The utter hopelessness with which this condition has been viewed 
has been justified by the results obtained by the methods formerly 
employed. Therefore, anything that will ameliorate the symptoms, 
even if it does not cure, should be accorded a fair trial. 

Operations, although they may be brilliant, have been successful 
in such a small number of cases and must overcome such great ob- 
stacles that they are not practicable. 

External operation has been performed by Lillienthal by the use 
of skin tube from back, and by Herzen, Hinz and Peterson by 
using jejunum. Roentgen-ray has retarded growth and relieved pain 
in some cases and should be used as an adjunct even when radium 
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is employed. It has the advantage that it penetrates much farther 
than radium and affects the periesophageal structure and glands. 

The application of radium has been made directly to the growth 
from within either by placing under direct vision through the eso- 
phagoscope, by means of_a stylet of wire or rubber tube, by allow- 
ing the patient to swallow tube with thread or flexible wire attached 
and by use of Vinson’s apparatus with bougie above and below 
tube. 

Needles have been introduced into growth and radium seeds have 
been planted within the carcinomatous tissue. 

With both of these application externally has also been made to 
crossfire. 

The placing of any form under direct vision is undoubtedly best 
and the needles and seeds cannot of necessity be introduced in any 
other way. This has been used for the latter according to published 
reports by Crosby Greene and Forbes. 

The objections to the use of needles and seeds are possible per- 
foration and if extensive sloughing takes place hemorrhage. Per- 
foration is prepared by the movement of the esophagus which can 
be obviated according to Yankauer by a new method which he 
used. Needles and seeds have their greatest field in growths at the 
upper end as the tubes cannot be kept in position. 

Mills and Kimbroughs’ method consists of stiff rubber covered 
wire that is rigid enough to keep any angle at which it is placed be- 
fore introduction. They claim the tube can be so placed by the 
aid of the fluoroscope that it will follow a very slightly open tube 
or even canalize the malignant tissue. From their published technie 
we judge they must use some force in applying and therefore it may 
be possible to perforate. 

Allowing the patient to swallow the tube has some advantage in 
that no force is used and tube comes to rest on constriction, if firm 
or passes through if tube is open. This method must also be check- 
ed by fluoroscope or the distance to the lesion carefully measured 
by using esophagoscope and thread carefully marked. 

With Vinson’s apparatus the bougie can be pushed down with 
whalebone stylet and after small bougie reaches constriction slight 
increase of pressure will be necessary. After first bougie passes 
the upper or larger comes to rest on ring of tissue and stylet can 
be withdrawn and bougies left in place for required length of time 
when they are withdrawn by means of stout linen cord which is 
attached to upper portion. 
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The screens used are either a half to one millimeter of silver or 
brass covered by one half to one millimeter of pure gum rubbey. 

We have treated six cases in last year and one half only two of 
which we will report as improved, three have died and one while 
holding a weight which has increased 12 pounds shows definite re- 
currence. 

Mr. G. J. G., age 41, farmer, consulted me June 17, 1922, com- 
plaining of inability to swallow any solid or even semi-solid food 
and extreme weakness. 

X-ray Diagnosis: On swallowing, the esophagus is filled irregu- 
larly. There is some retention after ten minutes. Reverse peris- 
tolsis is noted, also esophageal walls appear infiltrated. 

(Signed) H. P. BRANDENBURG. 

History: Patient went to work, when not in school at the age 
of fifteen, in a retail grocery store at Jefferson City, Mo. This work 
was followed for six or seven years with history of eating sweets 
and great irregularity of meals. Came to Colorado 16 years ago. 
At that time any tart food, especially stewed fruit or rich pastry 
would produce gas on stomach for about one hour with sensation of 
great weakness. In December, 1910, he moved to a dry land home- 
stead near Bennet, Colo., where he has resided since. ‘The first two 
years of homesteading his diet was poor, consisting mostly of beans, 
corn meal, skimmed milk and some dried meats, especially bacon. 
His diet since has been more liberal, but most of the year lacking 
in fresh fruit, fresh vegetables and meat, containing a lack of var- 
iety with an excess of Mexican beans and potatoes. Patient has 
also worked to the limit of his strength throughout the most of each 
year without vacations and very little recreation. At present worry 
or the delay of a meal will cause anorexia, sometimes continuing 
several days or as long as two weeks. Capricious loss of appetite. 
Starchy food disagrees (potatoes, rice and at times hot biscuit). 
Grapefruit and bacon always relished. Cooked acid foods disagree. 
Chills follow excessive fatigue. 

Maximum weight, 168 pounds. Present weight, 146 pounds. 

Esophagoscoped on June 18, 1922 and cauliflower growth was 
discovered immediately above cardia involving anterior and lateral 
walls with a separate lesion about 12 cm. above one posterlateral 
wall (R) (no section removed). 

June 23, 1922, radium bromide 25 mil. applied capsule 1 mil. 
brass to growth above cardia 3% hours checked fluoroscope. 


/ 


July 20, 1922, radium 25 mil. same screen 21% above cardia 


214 hours at upper constriction, check fluoroscope. 





106 CARMODY: CARCINOMA OF ESOPHAGUS. 


August 14, 1922, radium 3% hours above cardia 144 at upper 
lesion. 

September 29, 1922, radium 25 mil. suspended in esophagus 514 
hours. 

October 27, 1922, radium 25 mil. suspended in esophagus 5% 
hours. 

April 14, 1923, X-rayed: 

The entire esophagus is visualized without opaque material. On 
swallowing, no obstruction in esophagus is noted but exposure made 
during transit of opaque material shows no peristalsis. The en- 
tire esophagus having a stiff appearance. 

The stomach is normal in appearance. 

April 23, 1923, radium 25 mil. same screen suspended at upper 
lesion only 3% hours. 

April 26, 1923, esophagoscoped and lesions found healed. 

Case V, Mr. S. J. L., age 48, public accountant, family history 
unimportant except brother died of heart trouble. 

Personal History: All children’s disease and typhoid fever some 
years since; influenza frequently. Has pulmonary tuberculosis at 
present, has pain in chest and cannot swallow solid food and even 
liquids cause great pain. Came on over night following influenza 
two months ago. 

September 29, 1922, esophagoscoped gas ether sequence at bron- 
chial crossing ulcerated area showing cauliflower excressences ap- 
peared on posterior wall. No section. 

October 2, 1922, radium 25 mil. 1 mil. brass Vinson’s aparatus 
for 3 hours. 

October 17, 1922, radium 25 mil. 3 hours, Vinson’s apparatus. 

November 7, same; December 1, same; December 21, same; Jan- 
uar 30, same; March 14, same; April 25, same. 

This patient has worked constantly and has very little pain but 
requires some morphin at times as he has taken it for years. Eats 
some semi-solid food and has gained slightly, two or three pounds, 
and has held it. 

Plummer and Vinson report relief of pain and possible retarding 
of growth. Forbes reports the same. Berk reports a case appar- 
ently well 244 years and Guisez reports three cases. 

520 Metropolitan Bldg. 
































FURTHER REPORT OF ACCIDENTAL OYXGEN EM- 
PHYSEMA IN A CHILD, FOLLOWING ATTEMPT 
AT REMOVAL OF UPHOLSTER’S TACK.* 

Dr. Cuas. J. IMpERATORI, New York. 

This case was reported before the Society last year and a brief 

summary follows: 

E. C., aged 2 years, aspirated an upholsterer’s tack April 3, 1922. 
It was lodged in the termination of the right main bronchus. 

On April 10 the case was first seen at Fordharn Hospital. 

Using a 5 mm. bronchoscope, the shaft of the tack was located, 
but because of the ropy secretion, 10 minutes time was taken in 
clearing the field. The child was pallid and breathing poorly and 
it was decided to use oxygen per tubam. 

The valve of the oxygen tank, which was a freshly filled one, 
was very stiff and it was accidentally turned on full, by the nurse 
assigned to the tank. 

As soon as it was apparent what was going on, the writer with- 
drew the bronchoscope, but the child was emphysematous from top 
to toe. She looked like a balloon. 

There was no dyspnea and the skin was a rosy pink for over 12 
hours. There was no pneumothorax. 

Evidently the high pressure of the gas ruptured the tissues of the 
lower trachea or upper bronchi, thus getting into the deeper area 
of fascia or into the sheaths of the vessels, and thus subcutaneously. 

No anesthesia had been given. 

The child was returned to the ward, without any further opera- 
tive procedure. 

Radiographs showed the emphysema subcutaneously and also the 
foreign body. 

By May 11 the child had completely recovered—the emphysema 
having disappeared. 

Using a 5 mm. Jackson Bronchoscope and a Tucker Tack For- 
ceps the tack was easily removed and the child left the hospital in 
a few days. The tack had been aspirated April 3, 1922, and was 
removed May 11. 


*Read before the American. Bronchoscopic Society, Atlantic City, May 
9, 1923. 

Editor’s Note—This manuscript received in The Laryngoscope Office and 
accepted for publication, November 5, 1923. 
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TOOTH, IN THE LEFT SECONDARY BRONCHUS. 

E. A., aged 2 years, was accidentally crushed by a falling door. 
This accident displaced a canine tooth, which was aspirated. 

Radiographs showed the tooth, apex lowermost, in the secondary 
bronchus on the left side, under the heart. 

There was considerable emphysema of the tissues of the face, 
neck and chest. The accident occurred on January 15, 1923, and 
the child was brought to the Bronchoscopic Clinic of the Manhat- 
tan Eye, Ear and Throat Hospital, five days later. 

On admission the temperature was 100, pulse 100, respiration 30. 
Child was rather irritable, but in fair condition. 

Without any anesthesia, a 5 mm. Jackson bronchoscope was 
passed down to the foreign body, but each attempt with the grasp- 
ing forceps—a Brtinning peanut forceps—to seize the foreign 
body was unsuccessful. 

Each time that the bronchoscope was brought into the axis of 
the bronchus in which the tooth was located, the child would stop 
breathing and only a very short time could be used in the attempted 
extraction. Then the. bronchoscope would have to be withdrawn 
into the trachea and permit the child to recover. Oxygen was 
used during the procedure. 

This attempt consumed 30 minutes and as the child was in poor 
condition, it was decided to make another attempt in a few days. 

There was some reaction following the operation. Temperature 
104, respiration 40, and pulse 120. There was no increase in the 
emphysema. 

Twenty-four hours later dyspnea was marked, with evidences of 
broncho-pneumonia by physical examination and radiograph. 

Twenty-four hours later the emphysema increased and the child 
died two hours later. 

As all foreign body cases become Medical Examiner’s Cases, Dr. 
Gonzales, the assistant medical examiner, did an autopsy on the 
child with the following findings : 

No injury to the tracheal or esophageal wall. 

No pneumo-thorax nor injury to the bronchial wall above the 
foreign body. ‘There were scattered areas of broncho-pneumonia 
throughout the left lung and some bronchitis. 

About one-half cm. below the apex of the tooth there was a min- 
ute opening in the bronchial wall that communicated with the media- 
stinum, this undoubtedly being the point of entrance of the air into 
the tissues originally. 

Cause of death, emphysema of the mediastinum and broncho- 
pneumonia. 
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*T* 4 e *. . . 
This case is presented, mainly, to provoke a discussion of the 
mechanical problem in the method of extraction. 


? 


WEB OF THE TRACHEA—EXCISION AND DILATION, 

Baby M., three years old developed an acute laryngeal stenosis, 
that came on over night—in the early part of September, 1922. It 
was necessary to intubate her. She was reintubated three times. 

The exact cause of the stenosis was not definitely known. No 
K. L. bacilli were found on repeated examinations. 

About two and a half months after the onset of the stenosis and 
after the intubation tubes had been out about a month, the child 
was still dyspnoeic and a tracheal web was discovered. The web 
was broken up by intubating her. Then followed a course of dila- 
tation for about two weeks. 

The writer first saw the child on December 8, 1922. At this 
time she was suffering from marked dyspnea, hoarseness and some 
cyanosis. There was a slight cough and some expectoration. 
Marked pallor and restless. Temperature 100, pulse 140. 

Direct examination showed considerable thickening of both cords, 
slight edema of both arytenoids, with a general congestion of the 
mucosa of the pharynx and larynx. 

About one-half inch below the glottis there was a falciform web, 
stretching across the anterior part of the trachea, so that over half 
the lumen was obstructed. 

Using a punch forceps as much of the web was removed as pos- 
sible and the child was intubated by the direct method, using a three 
year tube. This tube was retained for 13 days, when it was re- 
moved and three days later the trachea was dilated, using a 24 Fx. 
Lynah dilator. 

Dilatation was again done January 3, 1923, dilating up to 28 Fr. 
Again January 17, February 7%, February 28, March 21, and again 
April 26, in all there have been seven dilatations. 

When last seen there was no evidence of any recurrence of the 
web. The thickening of the cords has almost disappeared and the 
voice is fairly clear. 

The child has gained twelve pounds. 

EGG SHELL IN THE LARYNX. 

J. S., 10°’months old, accidentally aspirated a piece of egg shell. 

Several strenuous attempts were made by the physician who was 
called to get the foreign body, by using his finger and later a swab. 
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The parents were told that there was no foreign body present. A 
radiograph was negative. 

When the child was brought to the Bronchoscopic Clinic of the 
Manhattan Eye, Ear and Throat Hospital, he was suffering from 
some dyspnea, mainly of the expiratory type and there was some 
cyanosis. 

The accident had occurred on March 4, 1923, and he was first 
seen by the writer March 7. On admission respiration was 60 per 
minute and pulse was 140. 

Laryngoscopic examination showed considerable edema of the 
mucosa of the larynx and the cords were considerably swollen. In 
the glottis the egg shell was seen, it being just large enough to 
wedge itself into the anterior and posterior commissures. 

It was irregularly triangular in shape and about 1x1%x1 cm. 

It was easily removed by a flat alligator forceps. ‘This was done 
at 4 p. m., March 7. 

By 11 p. m. the child was breathing 67 per minute and attempted 
intubation was unsuccessful, because of the edema and fearing the 
possibility of making a false passage. The lumen of the glottis ad- 
mitted to the mid-part a 16 Fr. Lynah dilator. A one year intu- 
bation tube could not be placed in the glottis. 

A tracheotomy was done, using a No. 2 Jackson tube. 

By morning the respiration had dropped to 26 and the child took 
nourishment and seemed to be very much improved. 

However, during the night of March 9, the child became very 
dyspneic and died early the morning of the tenth. 

This also became a medical examiner’s case, but the only patho- 
logical condition that could be found was a severe laryngo-trache- 
itis. ‘There was no evidence of any involvement of the lung, no 
other foreign body and there was no mediastinitis. 

The reason for presenting this case for consideration is the cause 
of death. 

Tracheotomy in children under a year, is always a very serious 
undertaking, in the writer’s experience. 


TREATMENT OF STRICTURE OF THE ESOPHAGUS, BY THE USE OF 
ELECTRICALLY HEATED BOUGIES. 

Since the last meeting of the Bronchoscopic Society, several cases 
have been treated for stenosis of the esophagus by the use of elec- 
trically heated bougies. 

Of the various cases that have been treated the following causes 
of stenosis may be enumerated : 
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One case was caused by the accidental swallowing of iodin, one 
followed the accidental swallowing of nitro-hydrochloric acid, a 
third case followed the swallowing of a diluted washing powder 
solution. 

Following the suggestion of Dr. Beck of Chicago, as a pallative 
method three cases of advanced carcinoma of the esophagus were 
given considerable relief and apparently life prolonged for several 
weeks following heated bouginage. 

These three last cases were ones who had refused gastrotomy 
and, who at the time of bouginage had total aphagia, for from one 
to two days. 

These were al! hospital cases and water hunger was overcome for 
the first 24 hours by the use of a Murphy Glucose drip, using as 
much as 1000 cc. during that time. 

. ; 





Lett bronchus 


Right bronchus 





; | 
In all these cases bouginage was done through the esophagoscope, 
using a 12 or an 18 Fr. size for 20 minutes and heated to 40 to 43 


/ 


degrees Cent. or 104 to 109% degrees. 

Following the bouginage these patients were able to swallow 
fluids for several days. These treatments were repeated several 
times—until a number 12 Fr. could not be passed, because of the 
stenosis. 

Should this method be used, great care should be exercised to 
be extremely gentle, in all the manipulations, for obvious reasons. 

In all the non-malignant cases after an 18 Fr. could be passed no 
esophagoscope was used to pass the larger bougies. The method 
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being, after 10 to 15 minutes of the heated bougie, an esophagoscope 
was introduced and the stricture dilated with a Mosher dilator. 

It was the opinion of the writer that from 3 to 5 mm. could be 
gained and that the stricture dilated with greater ease. No bleed- 
ing was encountered. 

As these observations are so small in number, a further report 
on a greater number of cases is necessary. 

However, all the traumatic cases and one not a cardio- 
spasm case, are all greatly improved and approaching a cure. 





THE PEANUT PROBLEM—A CASE REPORT AND A 
SUGGESTION.* 
Dr. J. W. Jervey, Greenville, S. C. 

Case Report: On November 20, at 10 a. m., a little girl, aged 2 
years, was suddenly seized with severe coughing and choking, hav- 
ing been playing with a parched peanut. On the same day, about 
5 p. m., the patient was brought to my hospital. She was markedly 
cyanotic and struggling heavily for breath, with tremendous sink- 
ing in of the sub-sternal area with each labored inspiration. The 
parents reported that the child- had been vomiting frequently and 
coughing to some extent but not excessively. The little patient’s 
expression was anxious and she appeared to be in extremis. Im- 
mediate direct laryngoscopic examination was made with a Jackson 
speculum. The cords opened widely with each heavily forced in- 
spiration and a good view of the trachea was obtained. The foreign 
body could be seen impacted apparently just above the bifurcation 
and seemingly completely filling the trachea. It could not be deter- 
mined whether the foreign body consisted of a smooth piece of 
peanut shell or the kernel of the nut. The bronchoscope was then 
passed and it was at once seen that the kernel of the nut was the 
offender. The child had apparently lost its laryngeal and tracheal 
reflex and could not be induced to cough. 

It seemed to me that an attempt at my hands (so much less skill- 
ful than those of many of you with so much more experience) to 
remove this sodden mass from its impactiou would almost certainly 
result in its being broken into pieces and the smaller particles in- 


*Read before the American Bronchoscopic Society, Atlantic City, N. J., 
May 9, 1923. 

Editor’s Note—This manuscript received in The Laryngoscope Office and 
accepted for publication, November 5, 1923. 
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spired deeper into the lungs. An immediate tracheotomy of gener- 
ous proportions was therefore done without any anesthesia, the 
child at all times being in desperate and cyanotic condition and at 
intervals ceasing to breathe, evidently being exhausted with the 
long struggle. As the knife entered the trachea, an explosive cough 
occurred and the foreign body was forced upward to the immediate 
sub-glottic area. It was then removed in two parts with the aid of 
a spoon curette. The size of these pieces of peanut each measured 
approximately 7%x3x5 millimeters. Large quantities of secretion 
of purulent character were immediately expelled through the tra- 
cheal opening and respiration at once became easy. The secretions 
in the trachea were thoroughly cleaned out down to the bifurca- 
tion with a small rubber catheter on the end of a suction apparatus. 
A search with the bronchoscope, both above and below the tracheal 
opening, failed to reveal any further particles of peanut, but it was 
impossible to pass the tube below the former site of impaction on 
account of the tracheal edema, which narrowed the passageway to 
an opening of hardly more than two or three millimeters. 

The tracheal wound was kept widely patulous with retaining su- 
tures in each side, tied together at the back of the neck; no tube 
was inserted, and a gauze covering was applied. 

The temperature during the night and the following morning was 
101. During the night the gauze covering over the tracheal open- 
ing was renewed several times, very large quantities of purulent 
discharge being coughed up. It was found possible to pass the small 
catheter through the swollen trachea and this was done several 
times during the day, removing the large quantities of purulent se- 
cretion with the suction apparatus. The site of impaction was 
again inspected with bronchoscope and the tissues looked like pro- 
fuse granulations with purulent secretion oozing up to and through 
them. The luxuriant growth of these formations prevented the 
further passing of the bronchoscope. The catheter and suction were 
used every few hours, the tracheal wound being kept open for this 
purpose and for facilitating the natural expulsion of the discharge. 
Plenty of water, with 2 grains of urotropin in each glass, was ad- 
ministered. At noon her temperature was 101.8, pulse 140, respi- 
ration 48. Apparently, the child had a severe double broncho-pneu- 
monia. At 10 p. m. the temperature was 102.8 and enormous quan- 
tities of purulent secretion were being expelled and withdrawn with 
suction. The foot of the bed was kept elevated. Four culture 
tubes were inoculated with the discharge, looking to the cultivation 
of a vaccine. 
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On the next day, the 22nd, the appearance of the patient was con- 
siderably improved, temperature 100.1, discharge lessening and res- 
piration becoming quieter and less rapid, with a reasonable amount 
of nourishment being retained. Pulse 120, respiration 36. Of the 
four culture tubes, two remained sterile and the other two grew 
pure staphylococci. As conditions continued to improve, these 
were not used for vaccine purposes. On the next day, the 23rd, 
temperature was 100, secretions were very much less and a far 
better character, gradually assuming a more mucoid appearance, 
some of it geing quite clear. The retaining ligatures were removed 
from the tracheal wound and the edges allowed to begin to approx- 
imate. The trachea was allowed to heal by granulation, the ex- 
ternal soft tissues being kept back to prevent their closing before 
the tracheal walls had closed. Two days later, the temperature was 
normal, pulse 100, respiration 24, very little cough, very little dis- 
charge, and in another two or three days the tracheal wound was 
completely closed. Thenceforth, recovery was uneventful and the 
child was discharged from the hospital on the 10th day. 


COMMENT. 

In 1919. Tackson and Spencer reported sixteen cases in which 
peanut kernels had been removed from the bronchi of children. 
They describe very lucidly the toxic reaction of the peanut in the 
respiratory tract and very aptly termed this phenomenon “arachidic 
bronchitis”, (or pneumonia). ‘The mortality in this series was 17.6 
per cent and they report three additional cases in which they were 
not permitted to do bronchoscopy, the patients all dying within two 
weeks. Also in 1919, Patterson reported six cases, one of which 
died of a septic pneumonia on the fourth day. This, with Chamber- 
lin’s case, reported in Trans. L. R. & O. Soc., 1920, seems to be about 
all of the current literature on the subject, except a previous less de- 
tailed article by Jackson alone, and the treatment of the subject by 
Jackson in his book on bronchoscopy. There have, however, been 
frequent discussions from time to time on the floors of special so- 
cieties. 

In all of the cases reported by the above authors, extraction was 
done by upper bronchoscopy, and tracheotomy was done additionally 
in a considerable proportion. In all cases, apparently the tracheo- 
tomy tube was used, and cleansing of the passages seems to have 
been accomplished by sponging and by the natural efforts at evacu- 
ation. 

In my case, I was impressed with the outstanding feature of the 
free exit afforded by a large tracheotomy, kept widely patulous 
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with traction sutures, affording the freest possible exit not only for 
particles of foreign body but for the tremendous quantities of pur- 
ulent exudate. It is quite certain that in my case, regardless of the 
foreign body, the child could not possibly have expelled by its nat- 
ural forces and per vias naturales the copious secretions which would 
literally have drowned the patient had they not been withdrawn. 
Furthermore, even in the absence of what Jackson calls the “bechic 
reflex”, the opening of the trachea immediately excites a strong 
reaction for expulsion which was beautifully and happily demon- 
strated in the case I have related. With the widely open tracheal 
wound, ample space is provided for the expulsion of any size of 
peanut kernel that could possibly be in the passages and also for 
the easy removal by suction and by expulsion of any quantity of 
discharge, particularly when the foot of the bed is elevated and the 
head kept low. 

In view of the great fragibility of the sodden peanut kernel and 
the almost certain comminution of the mass, particularly in the less 
experienced hands of most of us, threatening serious added danger, 
my suggestion is that in all cases of peanuts in the respiratory 
tract, the first procedure should be tracheotomy, without the inser- 
tion of a tracheotomy tube and with the wound held wide open, be- 
lieving that in a large proportion of the cases the foreign body or 
particles will be automatically expelled, or at least forced to the 
upper tract where removal is easily accomplished. This in no way 
interferes with subsequent bronchoscopy, and, in any event, paves 
the way to a far less difficult and more promising management of 


the case. 
The point is well illustrated in case number six reported by Dr. 
{ Patterson, where, although tracheotomy was done, following a not 


wholly successful bronchoscopy, and a tracheotomy tube having 
been inserted, severe symptoms persisted, with continued explosive 
coughing efforts, until while the tube was being changed, the child 
coughed up a large piece of the peanut, resulting in his improve- 
ment and recovery. The difficulty of extracting the peanut without 
dangerous comminution is notabiy exemplified in Chamberlin’s case. 

My plea, then is, for primary tracheotomy, without the insertion 
of a tube, in these often trying and very distressing cases. 

















A CASE OF URTICARIA OF THE TRACHEA.* 
Dr. WoLFF FrREUDENTHAL, New York. 

More than twenty years ago the writer reported his observations 
on a case of urticaria of the larynx (New York Medical Journal, 
December 31, 1898). Since then he has seen several patients with 
urticaria of the pharynx, but none with a laryngeal involvement. 

As such cases are very infrequent, it may be of interest to re- 
port here briefly the history of the laryngeal case. 

The patient was a man, 59 years of age, who complained of 
vague symptoms in his throat, which at times became more marked, 
so that he felt pain. These ceased during eating and at night. At 
my first examination I found, in addition to a somewhat enlarged 
lingual tonsil, a diffuse redness of the laryngeal surface of the 
epiglottis with a slightly edematous elevation on its right side. 

The patient had never had a specific infection and had no other 
complaints, his nose and lungs being normal, so that then his con- 
dition was not at all clear to me. Treatment for eight months at 
longer or shorter intervals with various local and general remedies 
had no visible effect on his larynx, and cure resulted only after a 
two months’ sojourn in the country. Five years later another at- 
tack came on. ‘This time he mentioned the fact that he suffered 
from general urticaria, and everything now was intelligible to me. 
Three weeks later, with the disappearance of the urticaria of the 
skin, his laryngeal condition improved. He consulted me during 
the following ten or twelve years occasionally, so that the diagnosis 
could be verified positively. As long as we managed to keep his 
stomach and bowels in good condition, just so long was he free 
from gastric symptoms as well as from any laryngeal trouble. But 
as soon as he sinned in his diet the latter reappeared. He died at 
the age of seventy-five. 

The history of the present case of urticaria of the trachea is as 
follows: 

Mme. X., age about 40, was referred to me by a singing teacher, 
because of loss of voice which she had been unable to regain. In 
her native country she had been a celebrated singer until about 
three years ago, when she had a severe attack of influenza. For a 


*Read before the American Bronchoscopie Society, Atlantic City, N. J., 
May 9, 1923. 


Editor’s Note—This manuscript received in The Laryngoscope Office and 
accepted for publication, November 5, 1923. 


116 














FREUDENTHAL: URTICARIA OF TRACHEA. 117 


whole year afterwards she felt so miserably that she did not leave 
her house. She says she was afraid to go out. 


In April, 1920, she became hoarse, a condition lasting for three 
months. She had no pain, but the attending physicians declared it 
to be rheumatic pharyngitis. Soon after “meningism” set in, which 
was supposed to be an extension of her old pharyngitis. She re- 
ceived big doses of morphin, and for a time did not recognize any- 
body. All her joints were swollen: A month later she was well. 

In October, 1921, she arrived in this city, and as her old trouble 
started soon again, she was constantly under the care of various 
laryngologists. Dr. A. treated her for six months, during which 
time she was not allowed to speak nor to sing. As that ‘did not 
improve her condition he declared it to be a case of tuberculosis of 
the larynx. Dr. B., whom she saw next, removed the tonsils, but 
the “catarrh” persisted. Then he applied the galvanocautery point 
to her nasal mucosa, whereupon severe pain in different joints set 
in. This, by the way, is a condition not infrequently observed in 
former times, when the galvanocautery was used daily in our prac- 
tice. Then he applied nitrate of silver, etc. Very soon she herself 
noticed an “ulcer” in her pharynx. Not obtaining any relief she 
traveled from one specialist to the other and underwent all kinds 
of cures. 

Finally she consulted me on September 20, 1922. She complain- 
ed that her throat as well as her nose were “‘terribly dry”. She had 
a constant irritation and pain in the region of her trachea, and 
wanted to know at once, how soon she would be able to appear in 
the opera. 

On examination a mass of what looked like granulation tissue 
was seen on the right side of the pharyngeal wall (what she called 
an ulcer), the right vocal cord was somewhat thickened, and so 
was the anterior aspect of the posterior laryngeal wall. There was 
besides a rhinitis sicca present. The lungs seemed somewhat sus- 
picious of tuberculosis, but repeated examinations, made at monthly 
intervals, were always negative. So was the sputum. There was 
no diabetes present. The trachea was not examined at this stage, 
because her complaints directed toward that organ were of such a 
vague nature, that no attention was paid to it. 


She was treated according to general rules, but I noticed that 
the only relief she experienced, was after the injection of my or- 
thoform-menthol emulsion into the trachea. In fact that gave her 
so much comfort that she soon succeeded in singing a few songs 
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before a small private audience. However, one morning when she 
called on me again, I noticed that the “granuloma” in her pharynx 
had begun to break down and a suspicion of sepcific infection came 
to my mind. What else could it be excepting a gumma that was 
breaking down? Her husband, who is a colleague, and happened 
to be in this country at that time, was questioned and admitted a 
specific infection. Consequently Mme. X. was given two injections 
of neo-salvarsan. Following these an eruption of utricaria set in 
as severe as I had ever observed. It spread rapidly all over her 
face, completely changing her appearance, so that one would have 
found it difficult to recognize her, and then all over her body. The 
dermatologist, Dr. W., who saw her at that time, ordered active 
eliminative treatment together with 1/6 grain pilocarpine muriate 
and locally some antipruritic lotion. It was difficult, as he in- 
formed me, to interpret the cause of the urtricaria in this case. 
The eruption was the same as in patients with utricaria, who never 
had taken salvarsan or other medication. Its sequence following 
the administration of salvarsan would point to cause and effect. 
However, the appearance of this eruption gave an entirely new as- 
pect to this case. It dawned upon me that the suspected granuloma, 
or as it was considered later, the gumma in the pharynx, was neith- 
er of these pathological conditions, but represented part of the 
general urtricarial eruption. In other words, it was a wheal that 
preceded or followed the cutaneous eruptions, as it so frequently 
happens on the mucosa. In fact, after the acute attack had sub- 
sided not only did the wheel in the pharynx appear again, and ap- 
parently more extensive than ever, but the irritation and the pain 
in the trachea became worse. And now the possibility of a local- 
ized urtricaria in that region seemed more than likely. Consequent- 
ly the trachea was examined by means of a straight tube at my of- 
fice. At first I was unable to make a positive diagnosis, probably 
because the whole trachea was greatly congested so that the lesions 
did not distinguish themselves from the surrounding tissues, and a 
differentiation was impossible. 

The second time a direct tracheoscopy was done a whitish eleva- 
tion could be recognized distinctly on the posterior wall of the tra- 
chea. It was located on the right side at a distance of about an 
inch and a half from the glottis. There could be no doubt that 
this elevation or local edema was a wheal, or an urticaria of the 
trachea. The red halo that, as a rule, surrounds such an elevation, 
was not present, or what is more likely, could not be distinguished . 
from the surrounding mucous membrane. 
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One week later exactly the same objective findings in the trachea 
and thé same degree of irritation in the trachea were noticed. Now 
it can be easily understood why the patient felt so much better af- 
ter each injection of the orthoform-menthol emulsion, to which I 
added some chaulmestrol (the latter a brand of ethyl esthers of 
chaulmoogra oil). This emulsion* had a wonderful soothing effect, 
to such a degree that at times she was even able to sing quite well 
in spite of the wheal in the trachea. The itching was removed by 
such injections, although only temporarily. 

Ten days later the wheal in the trachea could not be seen, and 
for the first time she experienced no itching whatsoever, nor other 
irritation. But only too soon there was a recurrence. Now she 
complained not only of the irritation, but of a distinct though 
slight, pain. In the presence of a few colleagues, I made’ several 
more direct examinations of the trachea, which could be easily done 
in this case. At times the inflammatory elevation appeared pink- 
ish or reddish, and then again it assumed a grayish white color. 

It was not until all this had been discovered that she told me that 
for many years her father had been a sufferer from urticaria, that 
his nourishment consisted of very few foods he was able to take 
without injury, and that he finally died of this disease. Her own 
diet had to be restricted gradualy and one can easily imagine her 
state of mind when she left this country in the spring of 1923. 

While under my care in New York her affection was never ab- 
solutely cured, i. e., neither her digestive disorders nor her skin 
eruption. In addition there was a prominent psychic factor due 
to the fact that at home she had been admired as a great prima 
donna, while here she was unknown, could not follow her profes- 
sion, and did not even speak the language. As is well known, di- 
gestive disorders may become the determining cause in the occur- 
rence of urticaria. Emotional phenomena may also be etiological 
factors. Both combined naturally make the prognosis only so much 
the worse. 

In conclusion I would state that it is not likely that in this in- 
stance the urticaria also attacked the bronchi, as may be questioned. 
There is no reason to suspect this in. view of the absence of any 
asthmatic symptoms. 

In the literature I was unable to find a case of urticaria of the 
trachea, but it seems reasonable to expect reports of others in the 
future now that attention has been drawn to such a condition. 


*Menthol 1.0; Ol. amygd. dul. 20.0; Chaulmestrol 6.0; Acaciae 6.5; 
Orthoform 6.0; Aqu. dest. ad 60.0; M. f. emulsio. 


24 West 88th Street. 











A RETRO-ESOPHAGEAL ABSCESS FROM SELF- 
TRAUMATISM.* 
Dr. Gorpon Berry, Worcester, Mass. 

A recent case of traumatism to the esophagus offers peculiar 
points of interest for discussion. 

Mrs. N. B. C., while eating dinner on January 20, 1923, choked 
on a large piece of meat which she could get neither up nor down. 
Her husband tried to dislodge it with a tooth brush handle, but 
failed. In desperate need she rammed a corset-steel down her 
throat, causing some hemorrhage but dislodging the foreign body 
downwards and enabling her to breathe comfortably. The next day 
her temperature went to 104° and there was an emphysema of the 
neck extending down onto the chest and up behind the ears. There 
was no respiratory obstruction until two days later when I was 
hurriedly called in consultation, with the thought that an emergency 
tracheotomy was indicated. After applying cocain to the lower 
pharynx, an indirect and direct laryngoscopy revealed no edema of 
the larynx and no other obstruction than a mounding of the posterior 
tracheal wall below the cords. No foreign body was seen here or in 
the upper esophagus (whose mouth seemed a little small) but a 
closed lacerated wound was found in the posterior pharyngeal wall 
behind the cricoid at the esophageal mouth. Under manipulation this 
wound broke open, evacuating perhaps two drams of thick foul pus, 
with immediate respiratory relief. This traumatic wound made by 
the corset-steel was small and gave entrance by a small channel 
perhaps one inch long to a retro-esophageal abscess which had dis- 
sected about two inches further down along the spine. The dyspnea 
was due to the mounding forward of this abscess through the in- 
tervening soft tissue into the tracheal lumen, probably aggravated 
by a mediastinal emphysema. 

She was taken to the hospital where an X-ray picture gave no 
added information. The white count was 13,600; the urine showed 
albumen; a blood culture was taken which later showed strepto- 
cocci. There was no difficulty in swallowing fluids and she was 
given nourishment by mouth with the added hope that the act of 
swallowing would tend to squeeze and evacuate the abscess. She 
gave a history of occasional slight obstruction to swallowing at this 
qeskead before the American Bronchoscopic Society, Atlantic City, May, 
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same point. The imminent question was how to secure proper drain- 
age of the abscess. An external incision through the deep tissues 
of the neck was considered but abandoned, first because the abscess 
was so low down that the incision would have had to go to the 
sternal notch and enter the mediastinum. The emphysema already 
present, and the danger of this and the infection freely entering the 
mediastinum through such an incision gave us pause. Second, the 
recent high temperature was now down to 100° and she was com- 
fortable though weak. Third, though the small wound of entrance 
and the pressure backward of the cricoid upon it discouraged drain- 
age here, a raising forward of the cricoid by direct upper esophag- 
oscopy and a probing open of the wound obtained temporary free 
drainage. A rubber catheter drain was inserted perorally, but it 
could not be anchored in place. The final decision was to rely upon 
the drainage we were getting all the time (for she raised a good deal 
of pus) supplemented by a daily probing of the wound by direct 
upper esophagoscopy. For four days she seemed to gain though 
with an occasional slight septic chill and high temperature. Then she 
began to fail, rallied a little on the fifth day and died in a coma on 
the sixth, nine days after the original injury. An autopsy was urged 
but refused. 

In this case, to have made an external incision for drainage would 
have hastened the end. The septicemia, her frail body, the local 
suppuration, the neck emphysema, a hematogenous jaundice which 
developed, a beginning broncho-pneumonnia toward the end, all 
made the outcome most certainly fatal from the start. But these 
cases will occasionally continue to present themselves. Can we de- 
termine in advance on the proper procedure and employ it promptly 
with some chance of success? The writer has since heard of a 
parallel but not so advanced a case that was cleared after a stormy 
illness by a prompt external neck incision and drainage. 

Aside from the practical surgical phases of this case, it suggests 
interesting theoretical points. This posterior wall is anatomically 
a weak point. There is a gap in the supporting musculature here 
between the inferior pharyngeal constrictor above and the circular 
muscle fibres of the esophagus below, as was again pointed out by 
Dr. Eves in a paper before this society two years.ago. It is here 
that esophageal pouches are prone to start. Just below, both in the 
living and in the cadaver as explained by Dr. Mosher, we find web 
formations or annular strictures at the mouth of the esophagus where 
some ulcerative infection at the bottom of the pharynx, possibly 
brought on by an initial traumatism, has resulted in scar forma- 
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tion and cicatricial contraction with consequent stenosis. Such a 
constriction may most naturally form a sacculation above it in time, 
and the next step is a giving away of this weak area between the 
muscle fibres, and a pouch formation which automatically becomes 
more pronounced as it becomes successively filled with food which 
the patient is trying to swallow. There may be added to this an ex- 
ternal cause as a recent case of esophageal pouch suggests where at 
autopsy was found a dormant tubercular lesion high in the right 
apex, which in theory at least might pull on the upper esophagus 
at this point to aggravate this stenosing and pouching process. In 
the case under discussion there was a history of a slight delaying 
and catching of the act of swallowing. Clinically I found a mild 
stricture of the esophageal mouth. This would make more likely 
the stoppage of the piece of meat. Just here was the weak area in 
the posterior musculature and here the corset-steel broke through to 
follow down behind the esophagus. ‘The abscess formation, the 
spreading emphysema, the general septicemia, were the rapidly fol- 
lowing consequences. 


OTOLOGIC OBSERVATIONS. (A). OCULO-VESTIBU- 
LAR PAST-POINTING REFLEX. (B.). BONE CONDUC- 
TION OF C,, AND LOWER TONES. 

Dr. EMANUEL M. JosEpHson, New York City. 

The writer has in the course of the past several years repeat- 
edly made the observations herein reported and has come to re- 
gard them of sufficient interest to record. 

a. In a very high percentage of normal individuals whose 
vestibular apparatus functions normally, it has been observed 
by the writer that if without previous irritation of the vesti- 
bule past-pointing be tested for, with the eyes of the subject ro- 
tated, it will be found present. The test is performed as follows: 
With eyes open, the patient is asked to point at the finger of the 
tester with one arm. The patient is then ordered to rotate his 
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eyes, while closed, in a definite direction. The patient is 
then asked to point. In a large proportion of cases it 
will be found that he will past-point in the direction in which 
the eyes are turned. The effect is most marked when the pa- 
tient’s eyes are turned in the direction of the arm which points. 
It is least noticeable when the eyes are turned in the direction 
opposite to that of the arm pointing. By persistent practice the 
subject may overcome this past-pointing. A significant feature 
of this sign is that rotation of the head does not bring about 
past-pointing, although the eyes are of necessity rotated with 
the head. If, however, the head be rotated and then the eyes 
rotated further in the same direction, the past-pointing will be 
markedly accentuated. The relative position of the eyes to the 
head and the vestibular apparatus seems to be the determining 
factor. The writer regards this sign as indicative of the exist- 
ence of an oculo-vestibular reflex.* 

b. On testing bone conduction in a large number of individ- 
uals, it has been found that in over 90 per cent of the cases, the 
tuning fork C,, is not heard as such by bone conduction, but 
that the subject usually hears an overtone, usually C,,.. Ex- 
perience with lower tones has been similar. It seems possible 
that the bones and sinuses of the head in these cases does not resonate 
to the lower notes, but does to their overtones. 





*These findings differ from those of Barany, in that the latter was of 
the opinion that past-pointing was also induced by rotation of the head 
only. The reflex herein described is frequently absent in cases of sus- 
pected and diagnosed cerebro-spinal lues. It is also absent in cases of laby- 
rinthitis with “dead” labyrinth, on the affeted side. 


230 East Seventy-ninth Street. 








USE OF RADIUM FOR NASAL POLYPS.* 
Dr. GREENFIELD SLupER, St. Louis, Mo. 

All rhinologists are familiar with a pathological process in the 
nose characterized by persistent reproduction of polyps with or 
without pus. The polyps may be removed simply by snare, or 
the middle turbinate may be removed with them, or an effort may 
be made to remove the ethmoid cells completely. Often polyps 
are found inside the cells. 

Regardless of the surgery—conservative or radical—in a few 
days there are found as many polyps in the nose as were removed 
and sometimes more. It makes no difference how soon or often they 
may be removed again, it is the same unfortunate story. The end 
result is that the patient has polyps. 

Probably the best practice in such cases is to stop our surgical 
efforts if the case comes to a state of quiescence (?) in which 
there is no active reproduction and at the same time there remains 
satisfactory breathing space. This state of quiescence (?) however, 
is only too often changed to one of activity by an acute coryza with 
polyps reproduced again, or those that were small enough to be 
clinically negligible are swelled to become an obstruction, with or 
without pus. 

So far as I know, there is no satisfactory management for these 
cases at present. It is therefore a pleasure to record the fact that 
the use of radium has, in my experience, been a definite help in 
these cases. Gold tubes* containing 1214 m. g. have been inserted 
into or amongst the polyps and allowed to remain three hours. - 
This application has been repeated at intervals of one month, three 
or four times, one tube in each nostril. Possibly the exposure 
might be made longer, but three hours have been successful in 
checking the tendency in the polyps to reproduce and grow. It 
has caused them to shrink. This treatment has been used in eight 
intractable cases of this kind. In one case of twenty-five years’ 
standing, in a healthy man fifty years old, I removed the polyps four 
times. They reappeared in three or four days, not merely in the 
original volume, but greater. A coryza later added a pus infection 

*The thickness of the metal tubes is said to vary one and forty-four 


hundredths to one and forty-eight hundredths of a millimeter. 


*From the Laryngological Department of Washington University School 
of Medicine, St. Louis. 
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in the frontal and ethmoidal cells, anterior and posterior. I then 
did a complete high turbinectomy with no reduction in the volume 
of the polyps. The pus disappeared. Later, I removed what I 
thought was the entire capsule of the ethmoid, right and left. 
(I do not believe that anyone can be sure he has removed the entire 
capsule in life.) After this there was an even greater obstruction 
from polyps than before. I then thought to try radium. I had 
not seen recorded or heard of this use of radium, and therefore 
felt that I had better feel my way with its use. Exposures of 
fifteen minutes were first given once a week and increased gradually 
to three hours once a month. The above mentioned case had stood 
three years. He had four exposures, three hours each. There are 
now a few small polyps that do not obstruct. He has,had two 
coryzas without increase in size or number of the polyps. His nose 
is no longer uncomfortable. In another case of a healthy young 
woman aged 28 years, I removed a polyp one cm. in diameter which 
originated in the post-ethmoidal cells of the left side. It passed 
backward into the pharynx and could not be removed by the anterior 
approach. She had had it removed six times before at intervals 
of from four to six months. It continued to form in this way 
and I removed it three times, at six month intervals. After the 
last removal two years ago, I applied radium 12% m. g., three 
exposures. It has not as yet reappeared. I could not find pus in 
this case. In another case of purulent post-ethmoid-sphenoiditis 
with polyps and asthma in a woman 35 years old,.when operation 
was declined, I applied radium (as above). She has had only one 
application. The asthma ceased at once. It is too soon, however, to 
draw conclusions in this case (three months). The suppurative 
process is unchanged. 

Remarks. None of my cases have been cured so far. Radium 
has, however, apparently stopped the tendency of the polyps to 
reform. Possibly the second case—that of the woman 28 years old 
with the post-nasal polyp—may be cured. In the other cases the 
tendency to reform has been apparently checked. 

In no case was there pain or reaction following the use of radium. 








PSYCHOSIS ASSOCIATED WITH DISEASE OF THE 
NASAL ACCESSORY SINUSES. OPERATION. 
RECOVERY. REPORT OF CASES. 

Dr. ArTHUR M. ALDEN, St. Louis. 

Case 1. B. J. M., age 30. Occupation, construction engineer. 
Father died of angina pectoris at 72. Mother living and well ex- 
cept that she has always been very nervous. One brother and one 
sister living and well. Half brother was in an asylum at one 

time. 

Measles and mumps as a child; pneumonia at nine years and 
again at seventeen years. Malaria in the tropics in 1910 and 1911; 
influenza in 1918. Has always been subject to frequent colds in 
the head. College graduate, C. E. degree. Got along well at school 
and college and relations with family and associates were always 
happy. For the last four years had been accustomed to taking 
about one drink of whiskey or rum a day. Denies venereal his- 
tory. 

Present trouble began in France. Patient says he had had 
nasal cold for a long time. Patient recalls everything clearly up 
to July, 1919, when he was enroute to Brest on the way home. 
He was told at Bordeaux that he would receive treatment at Brest 
for his arm which had been injured in June, 1919, in a motorcycle 
accident. While enroute to Brest his arm became very painful and 
swollen and he got off the train at Angouleme and went to a French 
hospital where he received treatment for some time. Does not re- 
call leaving this hospital. The next time he recalls anything was 
in July, 1920, when he remembered being in a hospital in Belgium. 
Does not remember coming to the United States. Patient states 
now (after operation) that he can faintly recall hearing voices 
that were weird and grotesque. Constantly saw something at the 
foot of his bed, animals, men, women and children, often of an ab- 
normal character, and a little Italian soldier frequently marched out 
from under his bed and menaced him with a pistol. Says that he 
remembers that he suffered considerably with pain in the back of 
his neck and head. 

Upon arrival in the United States the patient was much con- 
fused, disoriented and he manifested aural and visual hallucina- 
tions. 
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Physical Examination. Weight 138 pounds, general condition 
good. Skin, mucous membranes, glandular system, g. u. system, 
heart and lungs, all negative. Pupils equal, react to light and ac- 
commodation. Cranial nerves negative. No Babinsky, ankle clo- 
nus or Rhomberg. - Reflexes equal and normal. White blood count, 
9,400; Wassermann on blood and spinal fluid, negative. White 
cell count in spinal fluid, 7. Globulin, faint trace and gold curve, 
1123542000. 

Rhinological Examination. ‘This patient was seen in the Nose 
and Throat Clinic for routine examination before discharge from 
the Army. He had no nose and throat complaint. The examina- 
tion was very difficult due to the mental condition of the patient. 
He was brought to the clinic with hair uncombed, unshaven, gener- 
ally unkempt and with a very manifest fear for everybody. He 
would not allow anything to be done for him except under restraint 
and regarded the operator with an expression of fear. Examina- 
tion of the nose showed the left nasal mucous membrane to be 
turgescent and bathed in pus which came from the middle meatus. 
The mouth showed a sagging downward in the region of the left 
half of the hard palate and palpation revealed an absence of the 
bony floor of the antrum on that side. The teeth on the upper left 
side, including L, 2, 3, 4, 5 and 6, were carious and seemed loose 
in their sockets. X-ray of face showed a deep shadow over the 
region of the left antrum. The diagnosis of chronic antrum dis- 
ease on the left side was made and a modified radical antrum opera- 
tion done in conjunction with an oral surgeon who removed upper 
L, 1, 2, 3, 4, 5, 6 and 7. The alveolar plate in the region of the 
teeth was entirely necrotic and was removed as a sequestrum. The 
antrum was found to be filled with very thick, foul-smelling pus 
and large polypi almost entirely occluded the ostium. All diseased 
portions of the bone and mucosa were removed, the naso-antral 
wall under the inferior turbinate resected, the antrum packed with 
iodoform gauze and the two gingival margins were closed with 
silk sutures. 

Two days after the operation the ward attendants noticed a 
change in the patient’s general attitude and the neuropsychiatrist 
stated that there was an improvement in his menta! condition. At 
the first post-operative dressing five days after operation the 
patient still exhibited anxiety at the proximity of the operator 
but allowed the dressings to be removed without restraint and 
each day following his thoughts and actions improved. Two 
weeks after operation he presented himself at the clinic for post- 
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operative treatment neatly dressed, shaven and clean and his dis- 
course was apparently rational. One month following operation 
discharge from the antrum had entirely ceased and neuropsychiatric 
service reported that patient had entirely recovered from his psy- 
chosis. 

Case 2. Mrs. E. W. C., age 34. Housewife. Mother died of 
tuberculosis at age of 41. Father alive and well. Patient had ordi- 
nary diseases of childhood and had never had a serious illness. Was 
married at age of 21 and has two children alive and well, daugh- 
ter age 11 and son age 8. Has never had a miscarriage. In her 
family life and marital relations had always been contented and 
happy up to time of present illness. 

In 1918 had a severe attack of influenza which left her with 
severe headaches which recurred first at intervals of about once a 
week, later almost every day. The pain was always frontal and 
was so excruciating in character that patient would almost always 
go to bed during the duration of an attack. ; 

The patient’s husband stated that about two months after the 
beginning of these headaches the patient began to express queer 
ideas and at times acted strangely. Whereas before she had al- 
ways had a very quiet disposition she now became very irritable 
and trivial things caused her to fly into a terrible rage. Once at a 
bridge party she became enraged at her partner who was one of 
her dearest friends, and slapped her. Later she stated that her 
children had ‘ceased to love her and several times threatened to 
commit suicide. At one time she thought that the cook was trying 
to poison her and refused to eat anything except crackers for sev- 
eral days. 


I saw the patient about seven months after the beginning of the 
headaches and five months after the onset of the mental symptoms. 
At this time she was twenty pounds under weight and had had a 
headache almost continuously for two weeks. Patient said that 
when she had only a little headache it was on the right side but 
when they became severe it was all over her head. 

Physical examination revealed nothing of an abnormal nature 
except in nose. Here the septum was deviated sharply to the right 
superiorly, which compressed the middle turbinate against the lateral 
wall of the nose and almost completely closed the middle meatus. 
After shrinkage pus was seen in the left middle meatus by both 
anterior and posterior rhinoscopy. The left antrum was punctured 
and irrigated and much muco pus washed out. However, in about 
a half hour after antral irrigation pus couid again be seen in the 
left middle meatus. 
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Wassermann was negative, white blood count 14,000 and X-ray 
of skull showed almost complete clouding in the left frontal sinus 
which was very large and extended beyond the midline to the right. 

Under local anesthesia the anterior half of the right middle tur- 
binate was resected, the anterior ethmoid cells exenterated and the 
naso-frontal duct enlarged. This was followed by a considerable 
flow of pus. Through this opening the frontal sinus was irrigated 
daily for several weeks without much decrease in the amount of 
secretion though there was some improvement in the headache and 
the mental symptoms. At the end of this time the naso-frontal 
duct has become almost entirely occluded with polypi and the 
amount of daily secretion was about the same, so it was decided 
to do an external operation in hopes of stopping the suppurative 
process. Under general anesthesia a modified Killian operation was 
done. The entire mucosa of the sinus was polypoid and trabeculae 
in the sinus were found which had prevented proper washing of 
the entire sinus through the nose. Following this operation the 
patient made an uneventful recovery and there was complete cessa- 
tion of all mental symptoms. Eighteen months after operation 
there had been no return of any of the symptoms of psychosis. 

After having seen these two cases of this somewhat unusual 
combination of diseases I looked up the literature and was sur- 
prised to find very little reference to such a condition. Two other 
cases are reported, one by Cotton’, and one by Arbuckle’. 

Cotton’s case. “The following case is reported through the cour- 
tesy of Dr. Max Schlapp. The history of this case shows that the 
patient was perfectly well until his eleventh year. He had made 
normal progress in school, in a regular class, but from this time 
on began to have headaches. He became deficient in his school 
work so that he was held back. Finally, he was examined, declared 
feeble-minded, and sent to the ungraded class. Here he behaved 
just as badly. He threw things at the teacher and the pupils. At 
home he was irritable, cross, and threw a butcher knife at his fath- 
er and stove lid at his mother. Continually shouted, ‘I will kill 
some one’. He rolled his head in his hands, repeated over and 
over, ‘Oh! my head’. He threw his sister against the wall. At 
times he was very restless, at others would sit all afternoon and 
refuse to move. He changed from an energetic worker to a boy 
who would neither work nor play. A thorough examination and 
X-ray of his head revealed an abscess of the frontal sinus. He 
was operated upon, pus removed from the sinus, and he seemed 
better immediately. A report from the teacher a year and a half 
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later showed that he was doing normal grade work and that all his 
former peculiarities had disappeared and at home his mother re- 
ported that there had been a marked improvement in his conduct. 
Five years later Dr. Schlapp received a report stating that the boy 
had been constantly at work since leaving school, earning $30 a 
week.” 

Arbuckle’s case. “A man, aged 38, came to me on account of 
severe pain in the region of the right ear and mastoid, for which 
he had been unable to find relief. It was readily controlled by ap- 
plication of cocain to the nasal ganglion. He had a history of sup- 
puration of long standing in the sphenoid-ethmoid region. Al- 
though much surgery had been done in the nose and throat, the 
sinuses had never been drained. He had a very marked hyper- 
plasia throughout the sphenoid and ethmoid region on both sides, 
with only slight evidence of suppuration. He was subject to fre- 
quent attacks of cold, accompanied by severe headache, profuse 
nasal suppuration and marked toxemia, which left him unable to 
do his work. At this time, he was so extremely depressed that he 
felt life was not worth living. He could think of nothing but his 
troubles, and he told me that it was with the greatest difficulty 
that he controlled himself at times. It was decided to drain the sin- 
uses, and this was done under local anesthesia plus scopolamin and 
morphin. He had great mental. excitement while the effects of 
the scopolamin and morphin lasted. His nose healed gradually 
after the operation, which was performed, April 25, 1922. His 
general condition improved and he told me, July 8, that when he 
got a cold he was not troubled by the feeling of depression. The 
earache disappeared, and later, May 14, 1923, he stated that he had 
had very little trouble with colds. He also said that in spite of 
the most severe mental and physical strain, there had been no re- 
turn of the feeling of depression, and the appearance of the nose, 
as far as inflammatory reaction was concerned, very nearly ap- 
proached normal.” 


I have discussed these cases with two of our most distinguished 
neurologists and neither of them would admit any causal relation 
between these two co-existing conditions. Both preferred to ac- 
count for their co-existence on the basis of pure coincidence. 

The fact that these two diseases did exist simultaneously in each 
of four patients may logically be accounted for as a concidence but 
the rapid and complete recoverey of all nervous symptoms shortly 
after the drainage of the suppurative process in the nose requires 
something more than mere coincidence to explain it. Is it possible 
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that certain functional deviations from the normal in mental be- 
havior may be the result from toxic absorption from a suppura- 
tive process somewhere in the body? Certain neurologists say so. 

In presenting these cases I have made no effort to draw any con- 
clusion for to do so would be presumption on the part of a laryn- 
gologist as these are in the last analysis neurological cases. 

I merely wish to call attention to the fact that such combinations 
do exist and are worthy of serious consideration and investigation, 
not only by the laryngologist but by the neurologist. In the last 
decade the ophthalmologist has learned that the explanation for 
many of the serious involvements of the optic nerve and its end 
organ was to be found in the posterior sinuses of the nose. Per- 
haps a careful examination of the noses of some of these patients 
suffering from the functional psychoses would reveal pathology, 
the removal of which might be followed by results like those pre- 
sented here. From what I am able to find in the literature, inform- 
ation regarding the pathology of the functional psychoses is very 
meager and vague and it would seem that any effort that promises 
even a remote possibility of throwing light on this obscure condi- 
dition would be worth while. 


1. Cotton, H. A.: Southern Medicine and Surgery, August, 1922. 
2. ARBUCKLE, M. F.: Journal A. M. A., September, 1923. 
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A CASE OF ACUTE MASTOIDITIS COMPLICATED BY 
FACIAL PARALYSIS. OPERATION. RECOVERY. 
Dr. EMANUEL U. WALLERSTEIN, Richmond, Va. 

Mrs. Mary I., white, widow, age 53, was first seen on July 12, 

1923, and complained of a discharging ear. 
The past history is unimportant except that her general 
health was good and there had been no previous ear trouble. 
The present illness began with a coryza five days ago. The 
right ear became painful and increasingly so, until the drum 
spontaneously ruptured, producing a small amount of bloody 
discharge. This increased in amount and became purulent. Three 
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days later the patient first presented herself for treatment. At 
this time she had a discharging ear, tinnitus and impaired hearing. 
There was an absence of pain. 

Examination revealed a medium sized stellate perforation at 
the umbo and a moderate amount of purulent discharge. The 
case was apparently one of simple otitis media. As there was 
sufficient drainage no incision was made. The patient was 
instructed to irrigate ear and instill mercurochrome 4 per cent. Within 
a few days the drum picture began to clear and discharge dimin- 
ished. However, slight purulent discharge continued and two 
weeks after the first examination, the patient noticed that within 
the last few days her face felt “stiff” and had gradually become 
paralyzed on the right side. 

There was now a complete right facial paralysis. All branches 
of the nerve supplying the facial musculature were involved but 
taste was unimpaired. Neurological examination of the other 
cranial nerves was negative except diminution of hearing of the 
right ear. The patient had no pain, the mastoid was not tender 
to pressure and the drum picture was not that usually associated 
with mastoiditis. The drum was incised at this time in the attempt 
to provide freer drainage. X-ray examination showed a cloudy 
mastoid process but no breaking down of the cells. 

Within a few days sagging of the postero-superior canal wall 
devoloped and the discharge increased in amount. The tem- 
perature remained about 99.5 F. and the facial paralysis con- 
tinued. 

On July 30, eighteen days after first examined, the patient 
was prepared for operation. 

The laboratory findings were: Wassermann (blood) nega- 
tive; Hemoglobin 85 per cent; W. B. C. 11,000; P. N. N. 
83 per cent; Urinalysis trace of albumin. 

Operation was done under ether anesthesia. Upon opening 
the cortex a pneumatic mastoid was found. The cell-lining 
mucosa was thickened, but there was no bone necrosis until 
a number of cells was reached about half an inch from the 
mastoid tip along the posterior canal wall in close proximity 
to the canal of the facial. These cells were broken down and 
about half drachm of pus was obtained. No direct connection 
could be demonstrated by the probe between these cells and 
the facial canal. 


The recovery from the paralysis was rapid and uninterrupted. 
Within three days the patient could partially close the eye on 
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the affected side. On smiling, the face was still pulled to the 
healthy side. Within ten days after operation the only evidence 
of a facial involvement was a slight difference of the naso-labial 
folds of the two sides. This gradually disappeared, the hearing 
returned to normal and the patient was discharged as cured 
thirty-four days after operation. 

As to the underlying pathology: Due to the fact that recov- 
ery from the paralysis was so rapid and that there was no 
demonstrable dehiscence or necrosis of the facial canal wall, 
the paralysis was probably due to edema within the canal 
which quickly subsided as soon as all infectious material was 
removed. 

The case did not offer difficulty in diagnosis since the middle 
sar disease was present. However, at times there is difficulty 
in distinguishing Bell’s palsy from facial paralysis of otitic 
origin. Cases are on record of paralysis due to ear involvement 
in which the drum picture was normal. The apoplectiform 
character of Bell’s palsy usually serves to differentiate it from 
paralysis complicating otitis media. In the latter condition the 
onset is more gradual. 

Facial paralysis complicating acute otitis media is more com- 
mon in children than in adults since a dehiscence of the facial 
canal is more frequently found in children. 

The occurrenc of facial paralysis in chronic mastoiditis is of 
dire significance as it points to such conditions as necrosis of 
the canal wall, cholesteatoma, involvement of the internal ear, 
brain abscess or meningitis. 

In acute otitis media, facial paralysis is a relative indication 
for operation; in chronic cases it is an absolute indication. 


114 N. Fifth St. 








AN UNUSUAL CASE OF MASTOIDITIS. 
Dr. H. H. Amspen, Concord, N. H. 

Dora G., age 14 years. Father, mother, one sister and one broth- 
er, living and well, except that mother has O. M. S. C., bi-lateral. 
Patient has always been thin and anemic, has had measles and per- 
tussis, but no aural history. For about a month prior to my first 
visit, on October 1, 1919, she had been having pain referred to 
left ear and mastoid, worse at night. Physical examination was 
negative, except for ear. Membrana tympani showed a slight loss 
of luster, no redness, no bulging; mastoid region very tender, no 
swelling. Hearing and equilibrium tests normal, except moderate 
lateralization of Weber to left ear. X-rays of sinuses and teeth 
were negative ; X-rays of left mastoid showed extensive pneumatiza- 
tion, with slight blurring of cell outlines. Wassermann was nega- 
tive. The highest temperature excursion noted was 99.8°. It was 
thought there might be an atypical mastoiditis, without involvement 
of the middle ear, and as the subjective symptoms increased es- 
pecially the nocturnal pain, it was finally decided to open the mas- 
toid. No pathology was found, and the mastoid was apparently 
normal. The wound was closed and healing by first intention oc- 
curred, which was my only consolation for having performed an 
apparently unnecessary operation. Paracentesis was not done. 

At intervals varying from three to six months following the oper- 
ation patient complained of pain in the ear. No other symptoms, 
subjective or objective, could be discovered. X-rays of the teeth 
showed nothing abnormal. On August 28, 1923, almost four years 
after the first operation, and six months after the last attack of 
pain, patient had O. M. S. A., left, with spontaneous rupture. The 
tissues over the mastoid were thickened, reddened and very tender. 
A free paracentesis gave no relief, so a simple mastoidectomy was 
done.. There had been an extensive regeneration of the outer table, 
so there was only a small opening, about %4 cm., filled with con- 
nective tissue. There was a polypoid degeneration of the mucous 
membrane lining the cells, which had not been obliterated by the 
previous operation. Pneumatization was very extensive, extending 
well up into the zygoma; the sinus was exposed about 1 cm., and 
the antrum was small and very deep. The patient made an unevent- 
ful recovery, the mastoid wound being healed in two weeks from 
the time of operation. 
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END RESULTS OF SPHENOIDAL SINUS OPERATIONS 
FOR OPTIC NERVE DISTURBANCES.* 
Dr. Leon E. Wuire, Boston, Mass. 

Up to the present time forty odd cases with optic nerve disturb- 
ances have been studied. Thirty-four have been published in de- 
tail. Records of eight other cases are fairly complete, while two or 
three are still under observation. In the statistics that I am quot- 
ing forty-two are considered. Of this number eleven were not 
operated upon. In some there was complete optic atrophy when 
first seen and, of course, no operation would have benefited. I[n 
others the loss of vision was but slight and recovery commenced so 
soon after local treatment that no operation was indicated or ad- 
vised. In two or three, operation was suggested but refused. One 
case referred with X-ray diagnosis of pansinusitis with optic neuri- 
tis, proved to be one of multiple sclerosis. 

Thirty-two operations were performed. One case after recovery 
on one side developed trouble in the other eye, and an operation was 
done on that side. Normal vision was obtained in thirteen. In ten 
the improvement was marked, i. e., between 20/30 and 20/40. 
Slight improvement in six. Practically none in three. In one the 
eye had been blind some months and the operation was done largely 
to control the very severe pain throughout the side of the head. 
The pain was relieved but the changes that had taken place in the 
nerve were permanent. In the second case with complete blindness 
of seven weeks’ duration and marked pallor of the nerve, there was 
a slight improvement two or three days after operation so that 
fingers could be made out close to the eye but this was transitory 
and the nerve went on to complete atrophy. The third case was of 
over two months’ duration. The vision of 20/200 was not affected 
one way or the other by the operation. 

You will, therefore, note that in the three cases where there was 
no improvement, permanent changes had taken place in the seven 
or more weeks since the onset of the neuritis. From this we may, 
I think, logically conclude that it is not safe to allow a case to go 
this length of time before operative interference. 

In the six cases where improvement was but slight, the duration 
in the first was two months: in the second, four months; in the 
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third, one month ; in the fourth, two years ; in the fifth, nine months ; 
and in the sixth, eleven days. With the exception of the last little 
could be expected and it is doubtful if the operation was worth 
while. 

Efforts were made in some of these chronic cases to learn what 
results could be expected from the opening of the accessory sinuses. 
It is hoped that eventually we may discriminate between those where 
improvement may be expected and those where it may not. 

In some of the cases where normal vision was obtained it is 
probable that good sight might have resulted if the patient had not 
been operated upon. At present I am treating cases longer and 
studying them more thoroughly than I did when I first went into 
this work. The necessity of doing this has been forcibly impressed 
upon me by some of my later cases. For instance, the following 
one which is not classed in my series: Mrs. F., 28 years of age, 
gave a history of watering of both eyes, following a severe cold 
three weeks previously. Everything seemed blurry when viewed 
with her right eye. Doctor Hatch reported both fundi normal, vis- 
ion, right 20/200, left 20/30. The history of blurriness of three 
weeks’ duration and the marked loss of vision naturally led Doctor 
Hatch and myself to infer that we were dealing with a case of acute 
retrobulbar neuritis. On transillumination the left side was slightly 
darker than the right, the septum was deflected to the left (the op- 
posite side) with marked hypertrophy of the right middle turbinate 
which was in contact with the nasal septum rather far back; there 
was but slight space between the turbinate and the lateral wall. Ton- 
sils were small and no adenoids. X-rays were made, neurological 
and physical examinations, and the usual tests carried out, but some- 
how or other I began to feel that the loss of vision was of much 
longer duration than the patient admitted, especially as there was no 
improvement under treatment. The fact that the case was treated 
every other day for ten days without the slightest change led to a 
consultation with Doctor Quackenboss and we decided that the loss 
of vision was probably of long duration, the patient only recently 
becoming conscious of it by closing the other eye while she had a 
slight conjunctivitis following a cold. 

At the present time each case is treated by spraying argyrol and 
adrenalin about the middle turbinate and hot saline irrigation, as I 
feel that if the trouble is due to blocking of the nose the shrinking 
and drainage following this treatment will produce some improve- 
ment in the vision. 
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REPORT OF TWO CASES OF HERPES ZOSTER OTICUS 
WITH SPECIAL REFERENCE TO THEIR 
ETIOLOGY.* 

Dr. Francis P. Emerson, Boston. 

In placing on record in this Society the report of only two cases 
of herpes zoster oticus the writer is actuated by the unusual and 
outstanding symptoms with the laboratory findings of the second 
case and the desire to learn more about them through a general dis- 
cussion by those members of large experience. 

Case 1. Mrs. B. P. R., age 48, widow, American. 

Past History. Was referred by Dr. D., Oct. 11, 1922 for pain 
in the throat with a question of peritonsillar abscess. Duration four 
days. Patient felt weak but there was no temperature. History of 
repeated sore throats. The symptoms started with pain over the 
left mastoid which gradually extended down the side of the neck. 
Auricle sore on moving. 

Examination. (Throat) L. posterior pillar and soft palate to the 
median line covered with discrete vesicles and also the face of the 
tonsil. 

(Ear) L,. pink appearance of M. T. and blood vessels. Hearing 
normal. Three vesicles on the helix. 

Diagnosis. Infectious herpes of streptococcus origin starting in 
the tonsil. Ten days later, on Oct. 21, 1922, a tonsillectomy was 
done. Examination of spinal fluid showed a cell count of 13 (Ver- 
hoeff). Clear, not under pressure. No examination of vesicles was 
made as they had disappeared at this time and were overlooked at 
the original examination. Pathologic report 





atrophic tonsils show- 
ing marked chronic inflammatory reaction (Verhoeff). 

Remarks. Patient made an uneventful recovery but tired easily 
on exertion. The helix was sensitive to the touch and pain extended 
to the top of the head at night sufficient to keep her awake two 
weeks after the operation. Three small papules visible and to be 
felt on palpation over a linear area on the helix four weeks after 
the operation. 

Case 2. Mr. E. P. K., merchant, age 54. 

Previous History. Referred to the writer June 15, 1922 for diz- 
ziness and pain in the right ear. There was a history of neuritis in 

*Read before the 56th annual meeting of the American Otological So- 
ciety, May 14, 1923. 
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the left arm six years before, lasting several months. No other ill- 
ness. For six weeks past, the right side of the head had not felt 
natural especially on waking in the morning. This was sufficiently 
marked so that he had several times remarked to his wife that some- 
thing was wrong with his head. As this would wear off through 
the day he did not consult a physician. The patient has always 
been rugged and athletic. June 13, 1922, while at a ball game, the 
wind blew strongly on the right side of his face. That night he 
was dizzy and had a right Otalgia. He felt sleepy. June 14 the 
patient consulted his family physician. June 15 he was referred to 
the writer. The vertigo and sleepy feeling continued. 

Examination. ‘The right auricle was swollen and sensitive to 
palpation. The sensitive area extended over the mastoid region. 
There was a large vesicle at the canal entrance and two smaller 
ones within the external canal. The hearing was normal. There 
was no nystagmus or past pointing. ‘The reflexes were normal. The 
M. T. showed a ground glass appearance with no bulging or in- 
jection of the capillaries. June 16, no change. The patient was 
not seen again until June 19 (Monday) as he did not report at the 
office. 

Examination and History. On visit to his house the auricle was 
found swollen and covered with crusts and there was a beginning 
involvement of the 7th nerve. The patient was immediately sent 
to the hospital for observation. During the three days that he re- 
mained at home the patient slept most of the time. There was 
marked vertigo and vomiting. A stomach specialist was sent for 
who overlooked the reflex character of his gastric disturbance and 
prescribed for him without relief. Examination at the hospital 
showed a complete facial paralysis of the right side. Station un- 
steady. The patient could not walk without support. Vertigo 
marked. Fluid in the right ear with bulging of the posterior quad- 
rant. Anterior quadrant still of normal appearance. Auricle swol- 
len and covered with crusts. X-ray of sinuses showed cloudiness 
over the right maxillary sinus. Right mastoid cloudy. Specimen 
of blood for Wassermann test taken by Dr. Slack was negative. 
About 15 cc. taken for examination was clear, colorless and under 
some pressure running out in a stream. Reaction alkaline. No 
clot. Cell count 86 per cubic millimeter. Sugar present. Cyto- 
diagnosis of two hundred cells. Lymphocytes 99 per cent, polynu- 
clears 1 per cent. Globulin test: Noguchi positive. Ammonium sul- 
phate test doubtful—alcohol test positive. A right incision of the 
M. T. showed no fluid but the next morning about two or three 
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drops of serum were found on wiping. From the right tonsil six 
drops of frank pus were expressed. There was none on the oppo- 
site side. 

Diagnosis. From the marked tendency to sleep during the first 
week, the high cell count and the 7th nerve involvement, the writer 
made a diagnosis of a localized encephalitis with herpes of the aur- 
icle. With serum in the maxillary sinus, middle ear and mastoid, 
the marked vertigo and vomiting was probably due to a serous 
labyrinthitis. ; 

June 28 the patient was seen in consultation with Dr. J. J. Thom- 
as, who said a differential diagnosis between encephalitis and in- 
fectious herpes could not be made. The patient improved steadily 
and in ten days he was able to walk alone without dizziriess. On 
account of the frank pus in his right tonsil and the tendency of an 
encephalitis to become chronic, or it were an infectious herpes that 
the tonsil might be the portal of entry, it was advised that an im- 
mediate tonsillectomy be done and the right antrum drained. This 
was done on June 28—thirteen days from the acute onset. A cul- 
ture from the right tonsil was put through a mouse which died in 
thirty-six hours. The patient continued to gain and after three or 
four weeks’ vacation he seemed entirely recovered. The facial par- 
alysis had disappeared, the hearing was normal and there were no 
symptoms except that when tired he felt weak. 

Remarks. In the severe case there was an_ increased cell count. 
Case 1 was employed and attended to her duties as secretary daily. 
In the second case the symptoms strongly suggested lethargic en- 
cephalitis and might be used to support the assumption, as has been 
claimed, that the virus of epidemic encephalitis and infectious her- 
pes are the same. The neurotropism in both cases was marked and 
even in the fauces the pain was an outstanding symptom. With 
the findings in the spinal fluid and the evidence of a central lesion, 
especially in the second case, it is unfortunate that the specific micro- 
organism was not looked for in the herpetic vesicles before rupture. 











GRADENIGO’S SYNDROME. 
Dr. Henry J. Prorant, Santa Barbara, Calif.* 


The interesting triad: neuralgia, discharging ear, and ex- 
ternal rectus paralysis, though exceedingly rare is definite. Its 
unusual occurrence is seen in the fact that most of the text- 
books, including those on otology and ophthalmology, fail to 
mention it, and relatively only a few cases have been reported. 
The definite relationship between the three symptoms is ad- 
mirably shown in the case | wish to report, namely: a purulent 
discharge from the left ear followed by a severe pain over the 
left frontal and parietal regions and an abducens paralysis. The 
interesting feature of this case is that the severe neuralgia and 
abducens paralysis subsided when the ear inflammation de- 
creased and increased with each aggravation of the infection. 
A thorough simple mastoidectomy was promptly followed by 
a cessation of the neuralgia and disappearance of the abducens 
paralysis. 

The history is as follows: Mr. P. N., age 30, was taken ill 
with pneumonia on February 7, 1923. A rather stormy course 
of two weeks was interrupted by a pain in the left ear. A spon- 
taneous rupture of the ear drum was followed by profuse dis- 
charge and a relief of the aural pain. Three days after the onset 
of the ear inflammation, February 24, an excruciating pain de- 
veloped in the left frontal and parietal regions. The pain was 
so severe that he paid little attention to the diplopia which 
came on at the same time. I saw the patient for the first time 
on March 19. The pain was without doubt very severe. He 
claimed to have had very little relief or sleep for 23 days. Twen- 
ty grains of aspirin lessened the severity and combined with 
pyramidon gave some comfort but never complete relief. 

I moved the patient to the hospital for observation and found 
the following: the left ear showed a slight drainage of muco- 
purulent material through a perforation in the posterior-infer- 
ior segment of the tympanic membrane. There was no sagging 
of the post-superior canal wall, and no tenderness over the mas- 
toid. The left eye had a complete paralysis of the external rec- 
tus muscle as is shown in the photograph. The fundi were nor- 
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mal, vision 20/20 in both eyes. The nasal sinuses were normal 
clinically and showed no pathology in X-ray pictures. Dr. H. 
J. Ullmann reported Roentgen findings as follows: “The mas- 
toids are of the mixed cell pneumonic type. The cells extend 
forward to the root of the zygoma. The left mastoid region is 
hazy to dull throughout, the clearest portion being over the an- 
terior cells, some of which are as clear as those on the right. 
The antrum is very full but not absolutely opaque. The poster- 
ior and tip cells are nearly opaque and there is evidence of de- 
struction of the septae”. The white blood count was 10,200. 
Urine, blood Wassermann and blood culture examinations were 
negative. General physical and neurological examinations were 
negative. The temperature was normal. The pain seemed to 
start under the left eye and radiate over the frontal and parietal 





Patient looking to extreme left, showing paralysis of left rectus ex- 
ternus muscle. 
regions. It was controlled by five grains of aspirin and six of 
pyramidon given twice a day and occasionally during the night. 
Because of the mild clinical manifestations of the ear inflamma- 
tion no operative interference was instituted. In fact the tem- 
perature remained normal, the drainage became less, the left 
externus rectus muscle showed slight resumption of function 
and the patient left the hospital in ten days free of pain. A 
week later the pain was terrific again, the rectus paralysis com- 
plete and the aural discharge profuse and more purulent in char- 
acter. The temperature was up to 100°. I advised opening the 
mastoid but he delayed, hoping the symptoms would clear up 
spontaneously again. This attack subsided in about a week; the 
pain completely disappeared and the discharge and paresis were 
less. During April and the early part of May two other minor 
exacerbations occurred, but on May 17 a severe attack with pro- 
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fuse purulent discharge, excruciating pain, complete abducens 
paralysis showed that operative interference was necessary. A 
complete simple mastoidectomy was performed; the antrum was 
found filled with purulent granulation tissue which extended to- 
the root of the zygoma. The dura over the tegmen antri was 
exposed and found normal. The lateral sinus was outlined but 
no dura was exposed. Adequate drainage was obtained, the 
severe neuralgia disappeared at once and the external rectus 
had normal function within a week. 

The Etiology. The above case report shows that there was 
a definite relationship between the ear infection, neuralgia and 





Patient looking to extreme left showing normal function of rectus ex- 
ternus muscle, one week after mastoid operation. 


abducens paralysis. ‘The most probable explanation of this syn- 
drome may be found in the consideration of the structures 
about the tip of the petrons portion of the temporal bone. 
Briefly: the Gasserion ganglion rests on a depression at the tip 
and the abducens nerve passes in contact with the periosteum 
adjacent to the ophthalmic division of the trigeminal nerve. No 
other cranial nerves pass this area; the third and fourth nerves 
enter the cavernous sinus considerably farther forward than 
the sixth. That infection may spread from the middle ear to 
the tip of the petrous portion of the temporal bone has been 
shown by demonstration of pneumatic cells extending inward 
to the tip. Gradenigo explains the syndrome by the hypothesis 
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of a localized meningitis from extension of the infection through 
atypical pneumatic cells connected with the region of the Eus- 
tachian tube. In 1904 he first reported a series of cases and in 
1907 collected fifty-seven cases which illustrated this definite 
clinical syndrome. He classified these in three groups: 

Group 1. Twenty-four cases which showed classical syn- 
drome without other complicating features. 

Group 2. Twenty-nine with typical syndrome but complicat- 
ed by other lesions such as facial paralysis; optic neuritis; all 
independent complications. 

Group 3. Four with syndrome, meningitis and death. 

Perkins in 1910 made a very thorough analysis of ninety-five 
cases, six of which were his own. The cause of abducens para- 
lysis was ascertained in thirty-three, as follows: 

Two in sinus thrombosis; from extension to cavernous in- 
ferior or superior petrosal sinus, resulting in compresssion of the 
sixth nerve. 

Three in meningitis, orignating in a focus of infection over 
mastoid and extending inward along the floor of the mid-cranial 
fossa. 

Four indirectly through a suppurative labyrinthitis. Nine in 
abscess in posterior cranial fossa. Two in abscess in middle 
cranial fossa. Thirteen in osteitis or disease of the petrous tip. 

The case I report is of this last type—disease of the petrous 
tip. The cells extending to the putrous tip have been described 
by various authors and demonstrated by Siebenmann of Basel 
by his corrosion method. Lombard in 1906 reported a classical 
case in which death occurred from meningitis. An autopsy pus 
was found in the very pneumatic tip cells. Mercury poured into 
the petrous cells on the healthy side emerged in the middle ear. 
I am convinced that these cells are of normal occurrence as I 
have had no difficulty in demonstrating them in prepared speci- 
mens; the pneumatic type varies just as the mastoid cells vary. 
An inflammation in these cells may produce an edema or local 
toxemia about the fifth and sixth nerves analogous to the way 
in which a facial paralysis occurs in a severe middle ear inflam- 
mation. Myers reports a case in which the neuralgia appeared 
one week after the mastoid operation and the abducens paraly- 
sis three weeks later. He states that intoxication or toxemia 
is the underlying cause of these cases, together with traumatism 
when the mastoid is sclerotic and considerable force must be 
applied by chisel and mallet to open the bone. However, con- 
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sidering again the analogy of the facial nerve, one sees a simi- 
lar involvement after mastoid operation; a local edema, trau- 
matic at times, but usually toxic. 

Prognosis and Treatment. The occurrence of neuralgia and 
an abducens paralysis in the course of an acute suppurative 
otitis media must be viewed with concern. The prognosis is al- 
ways uncertain. The paralysis may clear up in a few days, but 
usually it persists for weeks or months, and there is a possibili- 
ity of permanent loss of function. If good drainage is present 
through an adequate opening in the tympanic memibrane, and 
the symptoms are subsiding, one may be conservative. Out of 
the ninety-five cases which Perkins reported, thirty-one were 
not operated and of these there were four deaths, partial re- 
covery in two and total in twenty-five. The essential pathology 
is not a mastoid involvement, but by doing the mastoid opera- 
tion we obtain better drainage of the middle ear through the 
antrum. Kerrison states that this syndrome is an absolute in- 
dication for mastoidectomy. The dramatic result in my case 
leads me to the same conclusion—no permanent relief was ob- 
tained from conservative measures; after the operation the neu- 
ralgia disappeared at once and the external rectus muscle had 
normal function within a week. 
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SOME PRACTICAL POINTS IN THE PROGRESS OF 
MASTOID SURGERY.* 
Dr. Howarp V. Dutrow, Dayton, Ohio. 

Mastoid surgery has during the past two or three decades 
progressed as rapidly if not more so than general surgery. Mas- 
toidectomy is no longer an operation much dreaded by both 
patient and surgeon and attended by a high mortality rate, ser- 
ious complications and sequelae, long and painful convalescence, 
unsightly deformities, protracted otorrhoea and impairment of 
hearing. I do not mean to say that all of these disagreeable 
factors have been removed but certainly they have been dim- 
inished to a great extent. Many of us have had occasion from 
time to time to feel dissatisfied with our mastoid work. It was 
thought that much benefit might be derived from an exchange 
of ideas and general discussion by the members of this section, 
of some of the practical points leading to a more uniform solu- 
tion of the causes of many unsatisfactory results. Our aim is 
perfection but our progress is slow. 

The diagnosis of an acute mastoiditis is as a rule easy. It 
is in the complicated and atypical cases that we have to utilize 
all the known diagnostic measures at our command. It ought 
to be seldom indeed that we should feel the necessity for open- 
ing the mastoid process for purposes of exploration. Many of 
you have had, especially in recent years, cases of so-called mas- 
toidalgia, with subjective symptoms of mastoiditis such as pain 
in the mastoid region, and pain on pressure over the mastoid 
process. We are also encountering in increasing numbers mas- 
toid infections without a suppurative otitis media. Dr. Horace 
3onner and I in 1917 reported a case of what we thought to be 
idiopathic mastoiditis but close observations since that time 
have conviced me that the infection always passes through the 
middle ear. In such cases a leucocyte count of fifteen thousand 
and over would suggest an infection but a normal count would 
practically rule out a mastoiditis. The routine use of the labo- 
ratory is absolutely essential. 

The Roentgen rays has become an indispensable adjunct in 
the differential diagnosis in external and middle ear infections. 
It is also valuable in portraying certain anatomical relation- 
ships, and the degree and extent of pathology within the mas- 
toid process. Much emphasis must be placed upon stereoscopic 
pictures or plates. Not only should one process be studied ster- 


*Read before the Oto-Laryngological section of the American Academy 
3 Aer i> aeampdemctd and Oto-Laryngology at Washington, D. C., October 
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eoscopically but both should be placed side by side to facilitate 
a most minute comparative study. I wish to suggest to those 
men who have limited X-ray service, to co-operate and study 
with your radiologists this most important point. It may be 
necessary, at least it is helpful and desirable, that you acquire 
the ability to interpret the skiagraphs yourself. 

The incision should be from three to five millimeters posterior 
to the junction of the auricle with the scalp and should con- 
form to its degree of curvature. Above, it should extend for- 
ward to a vertical line drawn through the tragus.and below, 
over the center of the mastoid process and downward sufficient- 
ly to give a good exposure of the tip. A curvilinear incision such 
as this when healed is hidden from view and is a great improve- 
ment over the former more posterior and nearly vertical one. 

It should be our object in all surgical work, and this is espe- 
cially true in destructive of excavative bone surgery, to provide 
for regeneration as far as possible. Nothing aids more in the 
formation of new bone than the periosteum. I therefore wish to 
make this plea for its careful preservation. It should be care- 
fully separated, elevated and retracted, and upon completion of 
the operation, its cut edges brought together and sewed with a 
catgut suture. At least two-thirds of the skin wound is closed 
with interrupted silkworm gut sutures at the time of operation. 
Usually the lower third is left open through which the packing 
or drainage tube protrudes and subsequent dressings made. 
Union is often by first intention with a minimum of scar tissue 
and a short period of convalescence. There are a few good aural 
surgeons who still adhere to the open method of treating post- 
operative wounds. Personally I cannot see the necessity for 
the open method in more than from three to five per cent of 
cases. 

Another practical point is gentleness in dealing with the soft 
parts. Do not maul and unnecessarily traumatize them. Ele- 
vate gently the soft parts of the external auditory canal, espe- 
cially that portion covering the inner third. The delicate epith- 
elium is easily destroyed. It is most necessary in the process 
of repair. 

It is the duty of every surgeon working in this field as well 
as in nasal accessory sinus work to remove as far as possible 
all pathology. All diseased mastoid cells and contiguous in- 
fected bone and diploe should be removed down to the inner 
plate of the skull if we hope to get a complete and quick con- 
valescence. The cells in the tip of the process should be elimi- 
nated as far as possible but the tip need not be removed. Dench 
advises the removal of the entire tip because he has had it to 
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become a sequestrum requiring subsequent removal. I have 
never had one to become necrotic. The exenteration I believe 
is best accomplished with a mallet, gouges, chisels and curettes, 
together with a good Rongeur forceps. Some very good men 
use burrs driven by an electrical engine. I am not at all famil- 
iar with the burr. My early experience in mastoid surgery was 
with the chisel and curette and naturally I prefer to adhere to 
this technique. I do believe however that it is possible to do 
better individual work and with a greater factor of safety with 
the curette than with the burr. 

The exenterated cavity in a complete mastoidectomy very 
often presents, especially in children, an inverted cone resting 
upon a triangular base. The apex of the cone corresponding 
with the antrum or a point along the aditus ad antrum near 
the attic. The three angles of the triangular base are located 
as follows: one pointing downward and corresponding with the 
tip of the mastoid process; one extending backward toward the 
occiput and corresponding with the backward extension of the 
mastoid cells and usually overlying the lateral sinus; and one 
extending forward through the temporal bone and very often 
into the root of the zygoma. In every case the posterior bony 
wall of the external auditory canal should be removed almost 
as far down as in doing a radical operation. Many operators 
leave a deep hollowed out cavity with vertical and overhang- 
ing edges, hoping that nature will fill in this gourd like space. 
This practice should receive our earnest condemnation because 
in many instances the space persists or becomes filled with 
cholesteoma. These edges and the overhanging outer table of 
the skull should be removed and curetted smoothly. The ob- 
ject being to get a smooth bevelled bony cavity to come in con- 
tact with the under surface of the soft parts at all points if pos- 
sible. In bevelling the floor and the edges of your cavity this 
space, if your periosteum has been preserved, can be perma- 
nently eliminated by the formation of fibrous tissue and new 
bone, with a minimum of deformity and without the instillation 
of a foreign substance such as bismuth paste or a blood clot 
after the method of Reik’. 

We now come to what I believe is one of the most important 
points in mastoid surgery, viz. our ability to prevent a secon- 
dary infection. Nothing should please one more than to be able 
to say to the patient after a mastoidectomy that you are rea- 
sonably sure that the infection cannot recur in the operated 
mastoid. This statement you cannot safely make unless you 
have almost if not completely obliterated the only avenue of 
communication with the outside world; the aditus ad antrum 
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through which all infections entering the mastoid region must 
pass. During the last three and one half years in a series of 
forty-one mastoidectomies I have had three secondary infec- 
tions among my own patients requiring a second operation. Dur- 
ing the same period I have seen and operated upon several cases 
coming from my colleagues. In all of these we found the mas- 
toid cavity either only partially filled with bone or fibrous tis- 
sue and cholesteoma and with a patent aditus leading directly 
into the middle ear. Many aural surgeons have for years been 
enlarging the aditus and removing its overlying bony covering 
and obliterating it entirely to within a few millimeters of the 
attic in such a way that in the healing process the mastoid cav- 
ity was entirely shut off from the tympanic cavity. It only re- 
mained for Prof. Barany* to emphasize and point out the great 
practicability of this procedure. He goes much farther and ad- 
vises his new radical operation for all cases in which the middle 
ear is chronically diseased. He states that the aditus can be 
closed by fibrous tissue and epithelium growing from the tym- 
panic cavity posteriorly through or into the aditus effecting its 
permanent closure. Professor Barany’s suggestions last year 
before this section were practical and full of merit and should 
receive our careful consideration. If his new radical opera- 
tion, possibly with some modifications, is perfected in this coun- 
try it will aid us in obtaining dry ears without the apparent 
necessity, at least, of the elaborate, delicate and many times un- 
successful technique of plastic fiaps and skin grafting. If this 
closure can be brought about from before backward in radical 
mastoid operations I am convinced that it can be and has been 
closed in many of our cases from behind forward without any 
special effort upon our part to bring it about. I wish further 
to state that if the overlying bone is removed sufficiently and 
the contour of the aditus made flat so that the periosteum and 
soft tissue can come in contact with its floor it will be obliterat- 
ed in practically every case and the mastoid cavity permanently 
separated from the middle ear thereby precluding the possi- 
bility of a secondary infection. The curetting must always be 
done from below upward. There is one point about which I 
must warn you especially in children and that is to approach 
the attic very carefully so as not to remove the ossicles. This occurred 
in one of my cases. 

It has not been very long ago when we were apprehensive 
if the lateral sinus or dura happened to be exposed during an 
operation. I have never had any bad after effects that could 
be traced to their exposure. It is my sincere desire that if any 
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member or members present have had ill effects from this cause 
they will report them. Obviously these exposures, intention- 
ally or otherwise, very often aid us in making a diagnosis of 
sinus involvement, extra dural abscess, etc., and to deal with 
them promptly, which could only have been done by subse- 
quent exploration. It has been my opportunity in several cases 
upon the exposure of the sinus to find a peri-sinus abscess or 
to find it entirely collapsed or to be filled with a well organized 
thrombus. A fatal issue is very often avoided by prompt and 
rational surgical treatment of such grave complications. Pages 
could be written upon the diagnosis and treatment of sinus 
thrombosis but time will permit me to mention briefly only a 
few of the cardinal points. The onset is usually characterized 
by a chill followed by a sharp rise in temperature, the so-called 
“church steeple” temperature chart. One of our greatest diag- 
nostic aids is frequent and repeated blood cultures taken be- 
fore the chill. With a positive blood culture and other con- 
firmatory symptoms one is justified in resorting to further sur- 
gical procedures. 

We are fortunate today in having blood transfusion at our 
command. Whole blood seems to be preferable because of its 
more efficient bactericidal properties after the method of Un- 
ger. There seems to be a divergence of opinion and lack of 
proof from a bactericidal standpoint but be that as it may new 
blood is of decided value in tiding a patient over a period when 
he has used up all of his own resistance. 

A close study of the histories of many cases over a period of 
more than fourteen years has convinced me that most of our 
acute intra-cranial complications take place along with or soon 
after the infection invades the middle ear. In acute infections 
of the tympanum the entire mucous membrane is markedly en- 
gorged with the infection travelling rapidly in all directions es- 
pecially backward through the aditus into the antrum and then 
by several direct routes, viz., through the emissary veins and 
lymphatics into the cranial cavity and even into the brain itself. 
Very often symptoms suggesting intra-cranial complications 
are present from the outset regardless of how early and how 
freely the drum membrane is incised. Most all of these com- 
plications, except meningitis, if promptly diagnosed can be very 
often satisfactorily dealt with surgically. 

It has been correctly stated that a copious purulent discharge 
almost always means mastoid involvement. The area of the 
tympanic cavity is small and is therefore considered incapable 
of secreting pus in such large amounts. Many such cases, es- 
pecially in children, should be operated upon, first, to terminate 
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the infection and, second, to preserve the hearing. It should 
be the exception nowadays to get impairment of hearing follow- 
ing an operation for acute mastoiditis. 

I have endeavored to stress a few points in the progress of 
mastoid surgery which I am confident are responsible for our 
present day results as compared with those of former years, and 
which I believe if correlated and put into broad general use will 
be the means of still further advancement. 

CONCLUSIONS. 

1. The advancement in laboratory methods and the perfec- 
tion of the stereoscope in the study of X-ray plates are of great 
service in the diagnosis of mastoiditis. 

2. Location, shape and prompt closure of at least two-thirds 
of the incision gives the best cosmetic effect. 


3. Preservation and replacement of the periosteum is neces- - 


sary for bone regeneration. 

4, Protection of epithelial membrane adjacent to and within 
the tympanum necessary in epidermization. 

5. Thoroughness in removing all pathology. 

6. Bevelled bony cavity of great value in the permanent 
obliteration of the exenterated mastoid process without the in- 
troduction of a foreign substance. 

%. Obliteration of the aditus and its permanent closure ef- 
fected by the regeneration of new bone and fibrous tissue there- 
by preventing secondary mastoid infections. 

8. Explore the dura and lateral sinus at the time of opera- 
tion if you have any reason to feel that they might be involved. 

9. A close study of histories and subsequent observations 
strongly suggest that acute intra-cranial complications take 
place very often simultaneously with the middle ear involve- 
ment. 

10. Chills, church steeple temperature chart and positive 
blood cultures, strongly suggestive of sinus thrombosis. 

11. Transfusion of whole blood to supplement patient’s re- 
sistance will save many lives. 

12. Early recognition of the degree of middle ear and mas- 
toid involvement with rational surgical treatment will result in 
a low mortality rate and the preservation of hearing. 
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How Far is the Arrest and Cure of Deafness Entirely a Rhinological 
Problem? By Dr. Francis P. Emerson, Boston, Mass. (by invitation). 

Dr. Ropert C. Mytes: Certain mechanical abnormalities of the bones 
and tissues of the nasal fossa are a direct menace to the physiological 
functions of the auditory apparatus, and if left unrelieved, the end re- 
sults are usually pathological, extensive exostoses and ecchondroses, of 
the nasal septum, large masses of hypertrophic tissue of the turbinals, 
especially the posterior end of the inferior turbinal bodies, are the crief 
offenders, and J may add polypi to the list. 

The arrest of any form of nasal infection which is gradually by con- 
tinuity invading the Eustachian tube and middle ear is a decidedly rhin- 
ological problem. Toxic products absorbed by the blood streams from 
necrotic areas in the nasal walls or accessory sinuses, occasionally im- 
pair the labyrinthine functions. The numerous auro-rhinological prob- 
lems caused by abnormal and diseased nasal conditions, which directly 
or indirectly induce impaired hearing, through the sensory, motor, sym- 
pathetic and vasomotor nerves, demand more consideration than the 
time at our disposal in a discussion will allow. 

DISCUSSION, 

Dr. PHILLIPS said it was important to have one or two points made 
clear. There seemed to be no question but that Dr. Emerson had proved 
his case that these cases do occur, but he was not at all convinced that 
all cases of deafness were due to this one cause. There was no doubt 
that cases exactly like those that had been described, so far as the ear 
symptoms were concerned, occur without the throat infections which 
Dr. Emerson described. He could not but feel that Dr. Emerson had 
become over enthusiastic over one type of cases, while it must not be 
forgotten that hundreds of cases are seen which cannot in any degree 
be ascribed to toxic effects; indeed it is difficult to believe that any- 
thing like a majority of the cases of chronic otitis media are toxic in 
origin, though doubtless a considerable proportion of them are so. 

There was another point that should be emphasized. In a practice 
which includes people from New York and other parts of the country, 
it is very common to see people with chronic deafness who have gone 
through the whole category of treatments—most of them unnecessary 
and still they are not cured. The younger men especially should be 
cautioned against doing too many intra-nasal and throat operations, for 
many are done with a definite promise to the patient that the ear con- 
dition would be relieved, which never do and never could relieve any 
condition. 

Dr. Phillips said he did not wish Dr. Emerson to think he disagreed 
with him, for he had certainly proved that many of these chronic cases 
are due to toxicity—but no one should go from the meeting with the 
idea that the primary cause of deafness is entirely due to infections 
from the tonsils or teeth, for many of these patients have no tonsil in- 
fection and never did have. The poor old tonsils are very much over- 
worked, and the teeth too, though sometimes they are the causes of 
these diseases. 

Dr. E. B. DENCH: We all feel very grateful to Dr. Emerson for coming 
from Boston and giving us this excellent paper regarding the value of 
the part played by the rhinologists in the successful treatment of aural 
diseases. I am disappointed, however, at the loose classification which 
the doctor makes. He speaks of chronic deafness as if all cases of pro- 
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gressive impairment of hearing could be classed under one general head- 
ing. One might as well talk of chronic cough or chronic stomach ache 
and hope to relieve these conditions by one single series of procedures 
as to talk of the relief of chronic deafness in a similar manner. 

I have practiced medicine in New York City for thirty-five years and 
for the first five years of my practice was associated with a man who 
was undoubtedly the leading laryngologist and rhinologist of his time. 
I refer to Dr. F. H. Bosworth. During this period the doctrine of al- 
most certain dependence of aural disease upon conditions of the nose 
and naso-pharynx was preached to me. In following cases for thirty- 
five years, I have found that while many conditions of the aural appa- 
ratus are dependent upon intra-nasal disease or upon the presence of 
enlarged tonsils and adenoid vegetations in the naso-pharynx, that by 
no means are these the sole causes of auditory impairment. Dr. Emer- 
son seems to pass over rather lightly the division of these cases into 
two great classes, cases of disease of the conducting mechanism, and 
cases of disease of the perceptive mechanism. I gathered from his re- 
marks, although I may have misunderstood him, that it was often im- 
possible to differentiate between lesions in these localities. While we 
all know that not infrequently both the conducting mechanism and the 
perceptive mechanism are involved in the same patient, the differentia- 
tion of location of the pathological process either in the sound perceiv- 
ing apparatus or the sound conducting apparatus is comparatively sim- 
ple. 

Dr. Emerson seems to believe that the toxemia caused by diseased ton- 
sils or by suppurative intra-nasal conditions exerts itself chiefly upon 
the perceptive mechanism. While this may be true, I do not think that 
there is any question but that such septic influences cause changes in 
the conducting mechanism as well. We may have poisoning of the per- 
ceptive mechanism by various drugs, such as tobacco, salicylic acid, 
quinine, or septic foci occurring in remote organs of the body, as in the 
appendix, or in the gall-bladder, and in one of the cases which Dr. 
Emerson cites the patient had an inflammatory process within the gall 
bladder, which was treated surgically. This may have constituted a 
septic focus of equal importance to anything found in the upper air 
tract. 

In two of the cases Dr. Emerson wonders at the so-called restoration 
of bone conduction in progressive cases. This restoration of bone con- 
duction to my mind would simply mean that the lesion was still pro- 
gressing in the conducting mechanism and that it was not restoration 
of bone conduction, but a sign that the middle ear condition was stead- 
ily advancing. Regarding the fact that inflation has no place in the 
treatment of these conditions, and that its sole object is to open the 
Eustachian tube, I would say that the only cases in which the Eustach- 
ian tube really needs opening is in the cases of tubo-tympanic catarrh 
(I quote Dr. Emerson), where restoration of the equilibrium of the 
drum membrane is required, by equalizing the air pressure in the tym- 
panic cavity and the meatus, and these are the only cases in which in- 
flation performs this office of opening the tube. These cases ordinarily 
get well anyway, although inflation does help them. The prime object 
of inflation is not to open a closed Eustachian tube, but to medicate the 
mucous membrane of the tube and the middle ear by various vapors 
and attempt to bring about a more healthy condition of the mucous 
membrane. In certain of the cases of hypertrophic otitis media, we do 
fiu..l a narrowing of the tube which calls for the use of the bougie; as 
these cases progress the mucous membrane of the tube becomes thinner 
and this accounts for the wider tube on the side of the greater impair- 
ment of hearing. I agree with Dr. Emerson that this is found fre- 
quently. 

The history of a case as given by the patient is often misleading. Fre- 
quently these patients do not notice any impairment of hearing until 
the auditory function in one ear is practically abolished, and consider- 
able impairment of the ‘previously healthy ear has taken place. Only 
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this morning I saw a patient who was absolutely deaf in one ear and 
whose static labyrinth upon that side did not react to the caloric tests. 
Yet this patient gave a history of only seven years of impairment in 
hearing. This time would correspond pretty closely to the time when 
the second ear became involved. 

You will understand that I am not arguing against the removal of the 
tonsils and adenoids in these patients. I believe that adenoids should 
be removed in every patient and the tonsils in almost all patients be- 
fore the age of puberty. This would save a lot of trouble in later life. 
I believe that the tonsils if enlarged are always diseased, and that ex- 
tirpation is a very valuable measure in preventative medicine. 

Dr. Emerson speaks of cases suffering from repeated exacerbation of 
impairment of hearing. These always must of necessity be cases of 
involvement of the conducting mechanism. He certainly can not wish 
us to understand that they are successive poisonings of the perceptive 
mechanism. With reference to the impairment of the upper limit of 
audition I do believe that this is a very important observation. This is 
very frequently due to toxemia either of the auditory nerve or of its 
end organ, and in these cases where the toxic focus has been removed 
the upper limit usually returns to normal, or nearly so. With reference 
to bone conduction also a very important reaction to observe. I have 
found that almost complete loss of bone conduction is most always found 
in cases where the end organ of the nerve is involved, while partial loss 
or diminution in bone conduction usually points to some toxemia of the 
nerve trunk, 

In following the history charts exhibited by Dr. Emerson he calls 
particular attention to the fact that in many cases where the drum 
membrane is partially or completely destroyed the hearing is extra- 
ordinarily good, and concludes therefore that the impairment of hearing 
must be due to toxemia of the perceptive apparatus. It will be found 
in examining these cases that the upper tone limit is usually normal 
and the bone conduction increased. This seems to be a self-evident 
fact, therefore, that in these cases the impairment of hearing is due to 
partial destruction of the conducting mechanism, and not to toxemia. 
The Doctor also makes use of the term chronic catarrhal process. .I do 
not understand what he means by this term. Catarrh is simply another 
word for discharge and a catarrhal condition if you wish to use the 
term is simply oue accompanied by a discharge. This discharge may 
be due to a multitude of different causes. 

I agree perfectly with what the Doctor says regarding the necessity 
of thoroughly operating upon the accessory sinuses whenever any oper- 
ating is done. This is not rhinology but simply good surgery such as 
we all attempt to do. I cannot close without saying another word re- 
garding inflation. It has been my opportunity during over thirty-five 
years of practice to observe cases of impairment of hearing, due to a 
middle ear inflammation or to a rarefying ostitis of the labyrinth cap- 
sule. Of course we can throw out the cases of rarefying ostitis of the 
labyrinth capsule as being not benefited by inflation, excepting in a 
small proportion of cases where the disease has its origin about the 
foot plate of the stapes. In these cases occasional inflation may retard 
the progress of the disease. In the cases of so-called oto-sclerosis I do 
believe that toxemia due to various conditions of the upper tract may 
play a not unimportant part. In the large number of cases of impair- 
ment of hearing due to hypertrophic changes within the tympanic cav- 
ity I have seen a number who have continued regular inflation through 
many years. I have also seen many who became discouraged with the 
results obtained by local treatment and did nothing to retard the pro- 
gress of the impairment of hearing. I do not hesitate to affirm as a 
matter of personal observation that the cases who were treated intelli- 
gently were very much better at the end of thirty years, than were those 
cases which abandoned treatment. These are the results of personal 
observation and I am certain that my observation is correct. I believe 
therefore that while the surgical relief of focal infection of the upper 
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air tract is of the greatest value in cases of impairment of hearing, the 
position which it occupies is quite the same as the relief of focal in- 
fection in any other part of the body. Anything that will improve the 
general condition of the patient will retard the progress of the local 
lesion, be it in the tympanic cavity or in the labyrinth capsule or in 
the nerve itself. 

Dr. FrIesNER said there was much food for discussion in Dr. Emer- 
son’s exposition of his subject, so thorough and so interesting, even if 
a number of points were made with which one could not be wholly in 
agreement. One thing stood out very clearly, the long list of inflations, 
catheterizations, pneumo-massage of various types in cases of conduct- 
ing mechanism lesions is useless, we are deceiving chiefly ourselves in 
that we are pursuing a course that is absolutely futile in the vast ma- 
jority of instances. 

With regard to the toxic element as an etiological factor in conduct- 
ing mechanism lesions, Dr. Phillips had hit the nail on the head when 
he said there were undoubtedly cases of that type. One could not help 
wondering, whether deafness—particularly those cases that were relieved 
to a considerable extent by the removal of the tonsils—was due to the 
absorption of toxins into the lymphatic system and so throughout the 
body—or to local reaction of the tissues in contact with the tonsils, de- 
spite the fact that a number of observers have seen or collected cases 
of nerve lesions with typical tuning fork tests of a perceptive mechanism 
deafness and evidence of vestibular involvement from a so-called toxic 
origin in the tonsils. The one point that he could not accept, was the 
rather insufficient differentiation between conducting mechanism lesions 
and nerve lesions. Those who are interested in neurology drew a hard 
and fast line, and no one had any question as to the differentiation 
today. 

There was one point with regard to a statement made by Dr. Emerson 
that was suggested somewhat by clinical experience. He had stated 
that in well authenticated cases of conducting mechanism lesions the 
perceptive mechanism was affected first. That had been suggested by 
clinical observers. All had seen cases of tinnitus with practically nor- 
mal tone limits and normal hearing, in which the tinnitus was relieved 
by the removal of infected tonsils. Now, whether that was due to the 
removal of the toxic infection in the lymph stream or to the cessation 
of local tissue reaction Dr. Friesner was not prepared to say. 

The Sections were indebted to Dr. Emerson for having come from 
Boston with anything new in regard to this interesting subject for 
presenting it as he did required a considerable degree of bravery. The 
topic was a hackneyed one, and it required courage to bring forth any- 
thing radically new on the subject. 

Dr. T. J. Harris said he expressed what he felt was in the hearts of 
all present, deep appreciation to the officers of the two Sections for 
bringing the members together and giving them opportunity to. discuss 
this question which was common to both sections. While, as Dr. Fries- 
ner had said, it had been discussed a great deal, it was nevertheless 
very fresh and very new, and it was to be hoped that other such meet- 
ings would be held in the future. To Dr. Emerson, many thanks were 
due for coming so far and for giving to much instruction. One could 
not speak with too much enthusiasm on the message presented tonight. 
He had given much food for thought in what had been said. 

Dr. Friesner had expressed his admiration of Dr. Emerson’s courage 
in putting forth his theory, and that feeling had been echoed elsewhere. 
In the first place, he had demonstrated the desirability of a careful 
study of these cases, and no one could fail to admire the thorough way 
in which Dr. Emerson himself had done this, not only from the aural 
but from the rhinological standpoint. As Dr. Dench and Dr. Phillips 
had said, there was always a tendency to give a hasty judgment, and 
Dr. Emerson had tonight shown the necessity of carefully and thoroughly 
studying these cases and not jumping to a conclusion one way or an- 
other. Dr. Harris said he was one of those who agreed thoroughly with 
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what Dr. Emerson said at the beginning of his paper in regard to the 
avoidance of a routine catheterization. He had never seen a case of 
chronic progressive deafness cured by inflation treatment, and always 
felt that one was left high in the air when that was done without know- 
ing the case thoroughly. The empiric treatment of deafness by opera- 
tions on the nose could not be too strongly condemned—as in the cases 
to which Dr. Dench had referred. the ones that are so often seen after 
having been operated upon uselessly. Dr. Emerson’s method of studying 
the ordinary case and finding the focal infection and relieving it, was 
something which every one could carry away with him. Not all the 
cases seen had focal infection, by a long shot, but a considerable propor- 
tion do have it, and that such cases can be relieved by relieving the 
focal infection could not be disputed. 

In regard to the larger question which Dr. Emerson had been studying 
for a number of years, probably most of those present had been doubt- 
ing Thomases; but, on the other hand, one should not sweep that work 
away. Many cases evidently show that he may be right. To leave out of 
consideration the perceptive apparatus was a mistake; but until further 
convinced he and others would feel as the last speaker had pointed out, 
it is usually rather a middle ear condition than one of the inner ear. 

Dr. Kerrison said he found it rather difficult to quite understand 
some parts of the discussion of this paper. Dr. Emerson bases his thesis 
on the proposition that the great majority, if not all, cases of chronic 
deafness are due primarily to an infection reaching the ear from some 
extra-aural focus—dental, tonsillar, in the nasal sinuses or elsewhere. 
We may not be able to support and affirm this from actual experience, 
but have we been sufficiently careful and thorough in our search for 
such foci? In how many of our cases can we say with certainty that no 
such primary or continuing source of infection existed? 

There are certain facts which may well be considered in connection 
with Dr. Emerson’s paper and theory of deafness: (1) Such infections, 
reaching the ear by the lymphatics, would be expected to influence the 
hearing adversely, if at all, through the perceptive mechanism; and in 
advanced deafness the cochlear mechanism is almost invariably to some 
extent involved. (2) In advanced deafness, local measures do not 
bring complete restauration of hearing. (3) There have been cases of 
long standing deafness in which removal of diseased tonsils has been 
followed by very noticeable gain in hearing. These facts, carefully con- 
sidered, rather fit in with and support the idea of some factor in deaf- 
ness not of tympanic origin. 

Weighing the subject under discussion without prejudice, it would 
seem a healthier mental attitude if we accepted Dr. Emerson’s paper and 
thesis as embodying a message of stimulating thought and promise in a 
very difficult class of cases. 

Dr. FAULKNER said there seemed to be an interesting psychological as- 
pect to this discussion. That otologists seemed to be opposed to Dr. 
Emerson’s views, while the rhinologists agreed with him. Perhaps, he 
said, this apparent discrepancy in observations from experience was due 
to the fact that otologists did their own nose and throat work, and rhin- 
ologists did their own ear work. A certain amount of allowance should 
be made in estimating the results in treating deafness for the fact that 
deaf people respond so differently at different times to the same tests. 
They can fool themselves so easily and also the examiner, that Dr. 
Faulkner was inclined to agree with Dr. Emerson, except his theory of 
the pathology of these conditions. He has long believed that the only 
hope for the deaf person is to get out of the hands of the otologist and 
get into the hands of a good rhinologist. Unfortunately they usually 
go from the otologist, who has never helped them to some quack, and 
they can hardly be blamed for doing so, he said. 

In regard to the pathology, Dr. Faulkner did not believe it was an 
effect due to toxic causes, but rather a degeneratiive change initiated 
by an infection which in a great many cases has begun in the tonsils. 


If, he explained, one reasons from analagous pathology in the nasal 
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sinuses, and ,after all the middle ear is only another sinus, one finds 
hyperplastic changes in the membrane and hyperplasia of the bone oc- 
curring as a gradual change merging from one to the other. Hence 
catarrhal otitis media and oto-sclerosis are but stages in the same 
process. These conditions are greatly benefited by removal of the ton- 
sils and correcting obstructions of the nose. And where any patient is 
showing any signs of progressive catarrhal deafness he considers it ad- 
visable by all means to remove the tonsils and if necessary open up the 
nose for better ventilation and drainage. 

Dr. Emit Mayer said that he wished to express his admiration to Dr. 
Emerson for his careful study and deductions based thereon. Such ad- 
dresses had the great merit of taking us out of the old ruts that we had 
gotten into, and if nothing else had been done we were under great obli- 
gation to Dr. Emerson for calling attention to the need of newer ideas 
and to get away from the pessimistic ones. Dr. Mayer said that he was 
glad to know of such early work on the sinuses as had been mentioned 
by one of the previous speakers. 

He recalled that Dr. Joseph Bryan of Washington, D. C., had read a 
paper on diseases of the accessory sinuses about 1899 and no one took 
part in the discussion. After that Dr. Myles and Dr. Cryer of Philadel- 
phia were foremost in calling our attention to these diseases and from 
whom we had learned much. 

Dr. Hurp said that chronic deafness was always secondary, never pri- 
mary. Dr. Emerson had not brought out the fact that the vast ma- 
jority of such cases started in childhood and were not seen until the 
condition had so progressed that one could not do them much good. If 
the specialist would test his nose and throat cases he would often find 
diminshed drainage and beginning deafness. He then cited a prominent 
lawyer of New York whose hearing was given up for lost ten years ago, 
ibut after receiving appropriate treatment his hearing today is abso- 
lutely normal. Among the nose and throat cases many cases will show 
beginning impairment of hearing. None of which are primary and 
nearly all will regain normal hearing after the pathological condition 
in throat or nose is removed. Dr. Hurd said he did not think Dr. Emer- 
son had meant to say that he would improve every case that came to 
him by taking out the tonsils; it Might be that the focus had disappeared 
and the ear condition far enough advanced to be an entity of its own. 

Dr. J. G. Dwyer said that the profession owed Dr. Emerson thanks for 
the work he had done; he had been following that work for seven or 
eight years, and thought that what had been said about focal infection 
was not the main point, but rather what he had said about the lymphatic 
tissues. That was very important. Practically all the infections were 
toxic infections transmitted through the lymphatic tissues. Another im- 
portant point was brought out by Dr. Friesner, that it might not be 
through the lymphatics or the blood stream, but through local contact. 
That also was extremely important. Certainly it was a great advance 
on treating cases by inflation for year after year. 

Still another point was made by Dr. Dench and Dr. Phillips—that they 
could make the diagnosis always on the conducting apparatus lesions. 
Dr. Dwyer said that he himself had never been able to do that. Two 
years ago he had operated on five members of one family, ranging from 
16 to 25 years of age, in which the diagnosis of oto-sclerosis had been 
made by prominent members of the profession, because the mother had 
been deaf. The functional examination was negative in every one of 
them. They had a negative Rinne, they had an average increased bone 
conduction of 8 seconds; but the upper tone limit was normal, but there 
was a profound deafness for the speaking voice and there was a persist- 
ent tinnitus. Every single one of those patients has normal hearing 
today, though they were put down as cases of oto-sclerosis, as catarrhal 
deafness—every single one of them with a large adenitis. The majority 
of these cases should be treated not as focal infections but as due to 
general conditions and not local conditions at all. 
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Dr. EMerson thanked the members for being so receptive of his rather 
radical ideas. He felt that if he had only done what one of the speak- 
ers mentioned, started the men to thinking on the subject which was of 
such very great importance to such a large class of our patients, he at- 
tained his object in writing the paper. The subject could be discussed 
for an hour and all would mainly agree if they talked about the same 
thing. He agreed perfectly with what Dr. Dench had said about promis- 
cuous operation in the nose. When he had said that he had done an 
ethmoid exenteration it was to be presumed that the operation was nec- 
essary, but he did not believe that nasal obstruction per se had anything 
to do with deafness. In one of the cases reported the nasal breathing 
Was entirely cut off in the left nostril, but, as there was no infection or 
interference with drainage it was not a menace to the ear, and nothing 
was done about it. His experience was that it takes longer every year 
to examine the nose and throat and to know what needs to be done 
and what not to be done. Where there is evidence of chronic congestion, 
hypertrophy, or discharge, then one can have some definite plan and 
should expect improvement of hearing to follow operative interference. 
If the infection has gotten beyond the naso-pharynx and has involved 
the Eustachian tube, operative treatment alone will do no good. That 
is a very important point which Dr. Dench made in regard to the gall 
bladder. If one goes over the history of these cases carefully, many 
will be found to have had a chronic appendix, or gall bladder, showing 
general systemic infection, and the diseases they have had, perhaps 
through a long series of years, tallies with the assumption of some in- 
fective process as the origin. If they have a secondary infection, like 
a gall bladder, that may be a very important part; he and Dr. Dench 
would agree on that in a minute if they were talking together. He ex- 
pressed the hope that the kindly reception given to the paper would be 
justified by their own experiences later. 

He could not agree with Dr. Phillips about so many of these cases 
arising from other causes. After ten year’s observation the writer had 
not found any exceptions to the etiology as outlined. Some cases of 
deafness showed progressive improvement at once; some did not improve 
at all because they were hopeless at the start. Many will improve that 
looked hopeless from an old viewpoint. Success will depend on our skill 
in detecting latent and active infections and our ability to treat them 
surgically while the loss of tone perception is still in the curative state. 


SECTION ON OTOLOGY, 
November 9, 1923. 


A Modified Radical Operation for Chronic Suppurative Otitis Media. 
Presentation of Patients Showing Results. Dr. Hugh B. Blackwell. 
(To appear in a subsequent issue of THE LARYNGOSCOPE.) 
Indications for Radical Mastoid Operation. Dr. James M. Smith. 
(To appear in a subsequent issue of THE LARYNGOSCOPE.) 
DISCUSSION, 

Dr. LEDERMAN in opening the discussion said he had conservative 
views on the subject of chronic suppurative otitis, and in the last few 
years there had been a swing toward this direction. He was inclined 
to feel that unless there was some complication all of these cases ought 
to receive careful, conscientious local treatment. Of late years he had 
been very fortunate in handling cases which seemed to be of serious 
moment, and by careful cleansing and the use of a iodin powder to which 
he was very partial, he had succeeded in curing cases which he form- 
erly would not have thought possible. Many of these patients, especially 
the clinical ones, are given such vague advice as to what they should do 
at home that it really did not amount to any assistance in relieving the 
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- suppuration. He has found that more can be accomplished for chronic 
suppuration with simple, careful local treatment rather than by jump- 
ing to the conclusion that they should have radical interference. At 
the present time, he had under observation four cases; One had been 
operated upon thirty years ago by radical operation by a very capable 
man; a considerable bone had been removed, and the operation seemed 
to have been a very good one; but the cavity had become filled with 
cholesteatoma and moisture from time to time. The patient had not 
consulted him on account of that ear, but on account of the other one 
in which she was losing hearing and which showed a chronic catarrhal 
condition, with retraction of the drum, duct adhesions to the promontory. 
Following his routine practice, he examined both sides, and was sur- 
prised to find such a marked involvement of the ear which had been 
operated upon thirty years previously. Considerable cholesteatoma was 
present and removed, and it was treated dry with the powder, the pa- 
tient being told to do nothing at home. He did not think it well to 
tell patients to syringe out such cases. This case had absolutely dried 
up after six treatments—simply by carefully and conscientiously treat- 
ing the ear, and by treating it dry. 

Another patient, about fourteen years of age, had an acute suppora- 
tive condition with mastoid involvement for about eight years before 
consulting him, but on account of an existing pneumonia operation was 
deferred. In the meantime, nature was kind and broke down the pos- 
terior canal wall about half an inch from the external auditory opening. 
In this case operation was advised on account of the condition—a perfo- 
ration of the middle ear and granulation tissue with cholesteatoma fill- 
ing the mastoid cells, but the family refused for they did not care to 
have a surgical operation of a serious nature. The mastoid was cleaned 
out through nature’s perforation in the canal wall, and in this instance 
also no solution was used and the ear was treated dry with the powder. 

; In eight to ten weeks the mastoid showed decided improvement and 
soon after it became dry. 

Yet another patient, a young man still under observation, had had a 
radical operation performed nine years ago. This was a specially in- 
teresting case, for the young man showed fistula symptoms of the laby- 
rinth. He refused to syringe his ear, for whenever he did so he became 
dizzy. He also had cholesteatoma and considerable granulation tissue. 
All that was done was to clean out the ear, remove the: cholesteatoma 
and granulation tissue, and treat it with the powder without any mois- 
ture. The ear was dry in six weeks. 

There are certain cases, of course, Where one cannot temporize but in 
the great majority of these cases if they are treated conscientiously, 
with regular attention, Many cures can be effected providing moisture 
is kept away from the ear. The continual douching simply adds fuel 
to the suppurating process. 

Dr. Lederman said that the operation advised by Dr. Blackwell was 
a step in the right direction. In many of these cases the surgeon at- 
tempts to do too much; the less done about the ossicles and drum, the 
better for the patient and for the hearing. Of course, the personal equa- 
tion is an important factor in deciding what should be done. Dr. Leder- 
man said he would rather a case came to him with a large perforation 
than with a small one. He seldom uses a syringe, for so much of the 
solution remained in the ear, and he would rather enlarge the perfora- 
tion in the drum and clean out the cavity and treat it dry. The conserv- 
ation of the hearing is very important, especially in young children. 

Dr. Hays thought that most of the men present would agree with him 
that they got better results with private patients than with clinic pa- 
tients in cases of chronic suppurating ears. That was sufficient proof 
that it is the care the patients receive which give the results. He had 
cured eighty private patients without operating, and could count on the 
fingers of his hand the number of operations he had had to perform on 
private patients. The treatment advised by Dr. Smith was very well 
in many cases, but the radical operation was best avoided when pos- 
sible, especially with young children, as Dr. Lederman had said. 
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In a public school investigated last week, out of 3000 children 100 
were found suffering from chronic deafness, some of them with filthy 
discharging ears. The wonder is that these children survive as they 
do, and grow to adolescence without the complications mentioned by Dr. 
Smith. As the Doctor had said, in many of the sclerotic cases nature 
had thrown out a protective barrier, walling off the abscess cavity. A 
large portion of chronic suppurating ears are not so dangerous if they 
do not go on to cholesteatomatous degeneration. Even when cholestea- 
toma is present, the condition is not so serious, providing the patient 
is kept under careful obervation and can be operated upon when exten- 
sion symptoms present themselves. A woman patient, first seen in 1914, 
after a radical operation still had a foul discharging cholesteatoma, had 
been watched since until this year when it looked so serious that the 
family insisted upon having a consultation with a prominent otologist, 
who agreed that there was no indication for operation just because she 
had a chronic discharging ear with cholesteatoma, and that if she was 
sarefully watched she had better continue as she was. 

The radical operation is a serious one, very serious indeed in the hands 
of a man who is not doing many of them; and many things can be done 
to circumvent the need of one. 

As for dry treatment, the insufflation of boric acid powder instead of 
irrigation with zinc tonization has been used by one of Dr. Hays’ assist- 
ants, Dr. Austin, for some time, and it will clear up a great many of 
these conditions. The important thing is to see that the middle ear is 
kept dry. In eight or nine cases he had himself done nothing but clean 
out the Eustachian tube by the Yankauer operation. It was not al- 
Ways a question of radical operation when there was a degeneration 
which seemed serious, and the more conservative the profession is in the 
treatment of these cases, the better off will be the patients. 

Dr. Norton L. WILSon said that one of the things he had learned from 
this discussion was that the older we grow the more conservative we 
become. Thirty years ago his teaching was that every case with chole- 
steatoma needed operation, and he still operates on every case of chole- 
steatoma. He was beginning to modify his views on that subject of 
radical operation as Dr. Lederman and Dr. Hays had done. As those 
gentlemen had said many of the cases that were formerly operated upon 
are now being treated conservatively and seem to do very well. There 
was no doubt that the readers of the papers had brought forward some 
valuable operations. Dr. Blackwell’s modified operation had been used 
for some time, and had cured many cases in which he himself would 
probably have done the more radical operation, as would others also 
have done. There was no doubt that if we can be conservative in the 
matter of operation, and do as little as need be in that way yet get the 
same results, that is the thing to do. Where you have necrosis of bone 
however you must remove it or wait for it to slough out and I prefer 
the former method. Do not endanger life by ultra conservative methods 
when you are sure you have a mastoiditis operate, but many chronic 
discharging ears are healed by patient cleansing with the dry method. 

Dr. PERKINS said he had been much interested in the work Dr. Black- 
well had been doing, and he certainly had obtained excellent results. 
He also agreed heartily with Dr. Smith’s plan of dividing the types and 
not claiming that every patient needed operation. Every otologist sees 
cases that he is willing to treat for any length of time without operation, 
and others where operation is clearly demanded. When the otologist 
encourages a patient to submit to treatment, he assumes the responsi- 
bility of any intra-cranial involvement that may take place, and in a 
certain type of case he himself did not feel like assuming that respon- 
sibility. Two or three years ago a patient came to the Infirmary, with 
a foul discharging ear such as Dr. Smith had described, and operation 
was advised. The man was willing to have it done, but his wife per- 
suaded him against it. Three weeks later he returned with a terrific 
headache, a temperature of 102-3, and was very sick, and wanted to have 
an operation. He had had no treatment in the meantime. At operation 
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it was found that he had a cholesteatoma which had laid bare in the 
dura in both middle and posterior fossa, and the whole mastoid was 
broken down. His spinal fluid showed 22,000 cells, and upon culture 
grew the streptococcus. Dr. Perkins said he did not think the man 
would get well, but he did. The cerebellum was explored and a linear 
incision made in the dura of the middle fossa, without finding anything. 
Had such a patient come to him and been told that he might be treated 
for three or four months to see what would happen, he would have felt 
responsible if the patient died. On the other hand, if a patient comes 
in with granulations in sight which may be the cause of the discharge, 
he would assume responsibility and burn them down with nitrate of 
silver; naturally using great care near the oval and round windows, 
but if they are no longer in sight and the discharge continues that pa- 
tient is a candidate for radical operation. 

Dr. MAyBAUM said that there is little difference of opinion as regards 
the conservative handling of certain types of chronic middle ear sup- 
puration—that is, those with the lesion confined to the mucous mem- 
brane of the middle ear and tube. It is the dangerous type, with evi- 
dence of bone necrosis, which may give rise to intra-cranial complica- 
tions; these offer problems. Undoubtedly, there are cases which on 
first examination may be regarded unfavorable for conservative treat- 
ment, yet which yield successfully to such treatment. In the absence of 
symptoms and with good hearing, under close observation such a course 
may be followed for a time.. The presence of cholesteatoma or signs of 
an acute exacerbation are indications for radical mastoid operation. 

At present there was under observation in Dr. Friesner’s service at 
Mount Sinai Hospital, an elderly man with a chronic middle ear sup- 
puration, a large cholesteatoma almost filling the entire canal, and a 
foul-smelling discharge, but with good hearing. He had a spontaneous 
nystagmus to the right and left, of equal intensity; no fistula symptoms. 
The nystagmus was regarded as of ocular origin. The mastoid was 
quite tender for the first few days. Under conservative treatment the 
ear had improved decidedly during the past two weeks. The patient 
was still under observation in the out-patient department. 

There is no question but that many patients can be cured by thorough 
conservative treatment. So far as discharge alone is concerned, many 
cases operated upon without clear indications could have. been healed 
by conservative treatment. 

The modified radical mastoid operation just described by Dr. Black- 
well would probably be indicated in cases of chronic attic suppuration 
with excellent hearing. In the presence of necrosis of the ossicles, as is 
frequently the case, the “complete” radical operation is far better and 
safer. If seen at the time of an acute exacerbation, Dr. Maybaum be- 
lieves that there is an indication for the usual radical operation. He 
congratulated Dr. Blackwell upon the splendid results he had obtained 
in the cases presented before the Section. 

Dr. JARECKY said that the papers and discussion had been most inter- 
esting. In the earlier days the radical mastoid had been resorted to in 
almost all cases of chronic suppuration, but today conservatism was 
more favored in order to preserve as much hearing as possible. A num- 
ber of these patients can be cured of discharge, by removing granulations 
and by treatment. The removal of granulations from the upper tym- 
panum, around Schrapnel’s membrane is attended with some danger, 
but in other parts the risk is not so great. The dry treatment should 
be followed, cleaning the ear thoroughly of discharge with suction, wip- 
ing with 95 per cent alcohol, then drying it and packing with a specially 
prepared dusting powder containing 69 per cent of iodin, or stronger, as 
sanctioned by Dr. Lederman, which does not leave a residue like boric 
acid and block drainage. It is surprising the number of cases that be- 
come thoroughly dry with this method, even foul smelling ones of sev- 
eral years duration. We should regard cholesteatomatous masses (which 
hollow out the bone), as fraught with danger, and to be operated as soon 
as possible. No case should be subject to the operation until it is thor- 
oughly studied. 
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Some years ago the now discarded Heath operation was advocated as 
a conservative one in reference to the hearing. Any procedure which 
does that successfully is to be approved, not only in the cases of young 
persons, but those of any age, as the older ones are entitled to just as 
much consideration. 

Dr. KAHN said that the discussion had narrowed down to the point 
as to when to be conservative and when radical. Surely there was a 
time when operation was indicated, and that must be determined. Un- 
doubtedly a great many of these cases can be handled conservatively, 
and the surgeon must in his own mind classify those that call for con- 
servative and those that call for radical treatment. 

Referring to Dr. Blackwell’s cases, Dr. Kahn said that the results he 
had seen were certainly excellent; but the defective feature of the opera- 
tion would appear to be to determine which cases required that partic- 
ular operation. Certainly if it was a case of middle ear involvement, 
with necrosis of the ossicles, and of the bony wall of the middle ear, 
with necrosis of the Eustachian tube, etc., that would be the type of 
cases requiring radical operation. The Blackwell operation does not 
touch the middle ear. How would one be able to determine with reas- 
onable certainty that there was no involvement of the middle ear? If 
the disease involved mastoid bone or the attic, it could be reached from 
behind, but how with this operation one could get into the middle ear 
was difficult to see. 

Dr. Herzig complimented Dr. Blackwell upon his results, without a 
skin graft. The improvement in hearing in the majority of the cases 
was what impressed him. This improvement has not been seen by him 
in the radical operation performed by the masters. Referring to Dr. 
Smith’s paper, the speaker has had cures in chronic suppurating ears 
in children, where there was no intra-cranial involvement; by perform- 
ing the simple mastoid operation, with enlargement of the antrum, As 
regards treatment, he has had marvelous results in some cases by using 
Mercuroiodohemol. This was brought to the speaker’s attention some 2 
years ago by a paper read before this Section by Dr. Callison. It is 
surprising how quickly these ears heal. Of course only those cases where 
there is no mastoid destruction, are the ones that gave these results. | 
feel as though this treatment should always be tried first before opera- 
tive procedures are tried. 

Dr. GUTTMAN said it was very difficult to lay down hard and fast 
rules as to which cases should be operated and which not. Much de- 
pends upon the personal view; the man who does a great deal of work 
in large ear hospitals has many opportunities to operate and will be 
less conservative than he who has fewer opportunities to do so, for it 
is a difficult operation for any one who has not had great experience. 
Neither were the members of the profession fully agreed as to the best 
method of operation. When Dr. Barany was here recently, he expressed 
entirely different views regarding the radical mastoid operation. He 
tried to abolish the communication between the middle ear and the an- 
trum—to close up the aditus and antrum and thus prevent infection 
from the middle ear. He had operated in this way at St. Luke’s Hos- 
pital, and Dr. Dench was very much impressed with the method. The 
indication for operation does not depend so much on the position of the 
perforation or the aspect of the drum membrane, but mainly upon the 
fact as to whether proper drainage can be established. 

Dr. Guttman said that some years ago he had devised a trephine 
which gave very good results in the way of establishing proper drain- 
age in sub-acute or chronic cases of otitis media purulenta and if proper 
drainage is established by any means, as by removal of polyps, or widen- 
ing of the perforation, or by establishing a new perforation in the drum 
membrane, the patient is not endangered. In many instances, by the 
use of this trephine he had succeeded in saving the patient from a radi- 
cal or simple mastoid operation. 

Dr. BLACKWELL in closing said that none of the previous speakers had 
taken up the question of hearing in the treatment of O. M. P. C. but 
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seemed to concentrate their attention entirely upon producing a cessa- 
tion of the discharge. Before starting treatment in O. M. P. C. careful 
quantitative hearing tests should be made in all cases. Should the hear- 
ing begin to dimnish and discharge persist a modified radical operation 
should be considered. The patient’s hearing is a most important con- 
sideration in O. M. P. C. and the operation may be justified from this 
standpoint alone apart from the surgical insurance that it confers against 
the future development of serious intra-cranial complications. It would 
be noted that in this respect a modified radical operation produces the 
same result as does the radical for in both instances the antrum region 
is permanently drained and aerated. 

He wished to indorse what Dr. Perkins had said concerning the re- 
sponsibility as a physician in assuring the patient that he would be 
perfectly safe while accepting treatment for O. M. P. C. 

The leading insurance companies who have the mortality statistics on 
O. M. P. C. still refuse to insure the life of any individual who has a 
chronic discharge from the middle ear. It may be well enough for some 
physicians to say that they have these cases under close observation and 
at the first symptom of meningitis they would recommend an operation, 
but if we wait for the first symptom to appear of this dread complica- 
tion the patient’s condition is hopeless and while it is no doubt pos- 
sible to cure a great many cases of O. M. P. C. by treatment yet we 
must remember that those which resist treatment are likely subjects 
for an operation both from a surgical and functional standpoint. The 
only point of similarity between this procedure and the Heath opera- 
tion is that the posterior wound is united and subsequent to operation 
the drainage takes place per canal. Heath only opened the antrum, he 
did not clean out the attic or break down the epitympanic ring. 

Dr. SMITH in closing the discussion, stated that in his paper, he had 
made a special effort to point out the fact that a good percentage of the 
cases were safe with treatment and observation, on the other hand, a 
smaller percentage had a dangerous bone necrosis present and were 
definitely operative. 

Where a complete radical operation has been performed, a good-sized 
bony cavity results, if this is allowed to go untouched for months or 
years, cerumen, epitheliae cells and other debris will collect, become 
moist and cause an ulceration of the lining membrane of the cavity 
with a foul-smelling discharge. A simple post operative cleansing is all 
that is indicated in these cases. This should be repeated every few 
months. 

Dr. Smith stated that he thoroughly disagreed with the watchful, 
waiting plan suggested by one of the discussors, where there is a chole- 
steatoma present. 

To wait for symptoms of an intra-cranial complication to occur and 
then operate is a distinct gamble. They can and should be safely re- 
moved by operation before this occurs. The safest plan is not indicated 
by one or two individual cases, but by a large number. Statistics and 
experience have shown cholesteatoma to be very dangerous and they are 
therefore a definite indication for operation. 

He had also stated that the radical operation was admittedly a very 
difficult one, but with proper technique it was a very safe one. He had 
hospital records showing over seventy-five radical operations without a 
facial paralysis or death, where there were no intra-cranial complica- 
tions prior to operation. 

Operation was advocated only in the presence of dangerous necrosis. 
This necrosis was usually shown by operation to be situated in the bone 
forming the floor of the middle fossa, that is the roof of the antrum at- 
tic or mastoid, or the bony plate covering the lateral sinus and bone. 

These areas are very inaccessible and explain the failure of local 
treatment. 

A good number of the fatalities from mastoiditis are due to chronic 
aural infection. The object of this article was to help recognize and 
operate upon the destructive cases before an intra-cranial complication 
occurs. 
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Accidents During Jugular Resection. Dr. Charles E. Perkins. 

It had been my purpose to describe briefly the accidents which have 
come to my knowledge as having occurred during jugular resection, 
but upon serious reflection I am convinced that no good can be accom- 
plished by this that cannot be effected in a better way by a careful re- 
view of the sources of danger and the steps to be taken to avoid acci- 
dents. Surgeons who have made many jugular resections naturally have 
adopted a technique which appeals to them and which they have found 
by experience gives them the best results. I disclaim any purpose of 
attempting to influence such, but believe that a discussion of this sub- 
ject by the Section should result in good and might be the means of in- 
structing some operators of less experience, thereby preventing some 
accidents. 

In the first place, I desire to emphasize the great importance of work 
on the cadaver. It is an absolute necessity, to equip the operator to 
work safely: No remembrance of undergraduate dissection, however 
thorough, is in any Way a substitute. At that time, one learned about 
the triangles of the neck from a general surgical standpoint and as be- 
ing partially formed and bounded by the sterno-mastoid;, whereas the 
triangle of greatest interest to the otologist, it being practically the 
entire operative field during jugular resection, lies beneath this muscle. 
This conception of the anatomy of the neck, leads the operator to adopt 
the posterior retractor exclusively as a means of exposing the vein and 
its associated structures without disturbance of the relation of the parts. 
Moreover, in the dead-house the vein usually is friable and empty. Its 
resection, therefore, is in some respects more difficult than in the liv- 
ing. Operating under these circumstances gives one most valuable 
training. Here one may make his mistakes, if necessary, without pen- 
alty to the subject and with less chagrin to himself. 

A word as to the attitude of the operator. On account of the nature 
of their surgical endeavors, otologists become, to a marvellous degree, 
trained to work in bone. They are adepts in its dissection. The tem- 
poral bone becomes their familiar field. But when called upon to per- 
form a jugular operation, they are not so much at home and therefore 
may be somewhat anxious. This attitude, in so far as possible, should 
be overcome, the operator proceeding calmly and deliberately, knowing 
that if each step is taken in order the outcome is certain success, 

The shoulders of the patient should be raised by placing under them 
a thick pad, the head being allowed to fall backward. This stretches the 
sterno-mastoid and clearly defines its anterior border. After the platysma 
myoides is cut, the muscle is easily exposed, usually with the handle of 
the knife. I prefer at this stage to remove the pad beneath the should 
ers in order to relax the parts. Insert the blunt retractor and draw 
back the muscle. The anterior margin of the wound will retract suf- 
ficiently of its own accord. 

From this point on, cutting with knife or scissors should cease and 
blunt dissection be used until the vein is tied. This I would make a 
rule. Its violation will account for three-fourths of the accidents which 
have occurred. One may be tempted to break this rule, and occasionally 
does, but one must do so only after absolutely identifying the structure 
he proposes to cut as not being the artery, vein, or any other important 
structure. I have seen brilliant operators repeatedly violate it without 
harm, but I am convinced that for one with less experience in this 
operation to attempt to follow their example is extremely hazardous. 

The next step is locating the anterior belly of the omo-hyoid muscle 
which crosses the neck in the lower angle of the wound. Having done 
this, one knows that the vessels lie immediately beneath. In my ex- 
perience, the best place to isolate the vein is just above this muscle. A 
sheath is described as surrounding and holding in place the vessels. 
It is true that there is a thin process of connective tissue in this lo- 
cation but it is not of surgical importance. Let no one conceive of it 
as a tough membrane that must be cut before the vessels can be en- 
countered. Such a conception is sure to lead to trouble. The vein 
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easily can be seen through it, and by holding the sterno-mastoid well 
back with the posterior retractor its posterior border usually may be iden- 
tified without difficulty. More often than otherwise the vein will appear 
as alternately empty and full of blood. During expiration it fills up, 
and it empties and collapses during inspiration. Should it have become 
the seat of an organized clot and have dwindled to a fibrous cord, as 
occasionally happens, I would not attempt to remove it. If this is the 
case, nature has accomplished as much for the patient as the surgeon 
can. An exception to this would be when, if by tracing this cord rep- 
resenting the vein either upward or downward, one came upon a swollen 
inflamed vein containing an infected clot or pus. If this condition is 
found below, one should tie below the diseased process, if possible; 
otherwise, just above the clavicle. In such an instance, I tied the veiu 
immediately above the clavicle, cutting through a thickened vessel con- 
taining a clot, and the patient recovered. If found above, one may tie 
the vein above the facial or, as was done in another instance in which 
the vein contained pus, leave it open for drainage. The point I am 
making is-that to dissect out this cord which one believes, from its posi- 
tion alone, to be the remains of the diseased jugular vein, may result 
in damage to the pneumo-gastric nerve or some other important struc- 
ture. This should not be attempted without absolutely positive proof of 
its identification; otherwise, I believe it to be good surgical judgment to 
let it alone. 

In separating the vein even with blunt dissection, care should be used. 
It is possible to tear it. Use the gentlest manipulation and work in the 
cellular tissue around it until it is isolated. Do not attempt to pass the 
aneurism needle or grooved director around the vein until it is com- 
pletely separated from its bed. It is possible, if this is done, to form a 
little fold of the vein wall in advance of the instrument which a slight 
force May puncture or tear. Then there will result either hemorrhage 
or entrance of air into the vein, with its awful consequences. 

So any wounding of the vein before the lower ligature has been tied 
may result in entrance of air if it occurs during inspiration, or bleeding 
if during expiration. If this accident occurs, immediate pressure should 
be made on the neck above the clavicle, to occlude the vein. This will 
prevent the entrance of air but will have very little, if any, effect upon 
the hemorrhage. This usually can be controlled by pressure on the neck 
just above the wound. It is well to have the assistants instructed in 
regard to this matter so that in case of accident they automatically com- 
press the vein, the one above the other, below the wound. This will 
avoid immediate danger and give the operator time to deal with the 
tear, by catching it up in forceps either to be left on or replaced by a 
ligature. 

Having separated the vein below and passed a double ligature around 
it, before tying, make sure that the pneumo-gastric nerve lies in its 
bed and is not included in the loop. By drawing the vein aside exter- 
nally, the nerve will appear as a cord whiter than the surrounding tissue, 
situated posterior and external to the carotid, which can be seen plainly, 
and further identified by feeling its pulsations. To make doubly sure, 
it is wise to have the anesthetist feel of the pulse when the first liga- 
ture is tightened. Should the nerve be included, there would result 
stimulation with slowing or momentary stopping of the pulse beat. Ab- 
sence of this phenomenon assures one that all is well. 

As to the ligatures, they must be of strong material and tied firmly. 
Then the vein must not be cut too near the ligature. A tight ligature 
and a long stump insure against slipping from below. Should slipping 
occur, the vein must be picked up and the ligature reapplied. There is 
very little pressure of blood from below unless the patient coughs; then 
it may become considerable, sufficient to push off a ligature loosely 
tied or with a short stump. In this case, however, there is not the same 
danger of entrance of air as was present before the vein had been severed, 
as during inspiration the vein collapses, acting as a valve; whereas with 
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the vein intact the longitudinal tension holds any accidentally inflicted 
opening patent, thus allowing air to enter during inspiration. 

In the upper end of the vein there is more pressure, especially if it is 
a large vessel and resection is performed before the lateral sinus is 
blocked off. In this case, a tight ligation and a very long stump are 
even more necessary. The vein may be brought into the upper angle 
of the wound, as advocated by Ballance. This would insure a long 
stump. It is also supposed to aid drainage, the vessel acting as a tube. 
I doubt the effectiveness of this procedure as to drainage if the vein be 
full of blood, but if it contain pus a ligature might not be required. 
It would then form very efficient drainage. The ligature may also be 
prevented from slipping by not cutting the upper branch. Simply tie 
this branch and the vein above it, and cut the vein off below. With 
this arrangement, should the ligature start to slip it is prevented from 
doing so and held in place by this intact facial vein. In case the liga- 
ture does slip off or the vein becomes torn by traction, hemorrhage takes 
place quite freely. This would be immediately controlled by the pre- 
viously instructed assistant, but, at all hazards, the vein must be se- 
cured. If even a slight grip on it can be obtained in the’ forceps it can 
be drawn down and another forceps, its jaws transversely applied, will 
secure the vein and stop the bleeding. In doing this, one must be as 
careful as possible not to injure the spinal accessory. In such an in- 
stance, one feels relieved when subsequent events prove that it is in- 
tact. 

The question now arises whether or not it is expedient to extend the 
incision upward in order to expose and tie the vein above the forceps. 
This will invade a region somewhat complex, and requires considerable 
anatomical knowledge. This can be avoided with perfect safety by leav- 
ing the forceps in position for about a week or eight days, when they 
can be removed with safety. 

In separating the vein above the superior anterior branch, care 
should be taken not to injure the spinal accessory nerve. It crosses the 
sheath at about the place where the upper ligature is usually applied. 
If it crosses behind the vessels, there is very little danger of its being 
injured; but if it lies in front care must be taken not to bruise or 
cut it. Unfortunately, no one can tell what the arrangement is in the 
subject under operation. With a view to its preservation, the writer 
would suggest the employment of blunt dissection. Should it be neces- 
sary to extend the incision upward, the knife or scissors should be used 
only in the superficial part of the wound; the work in the deeper part, 
in proximity to the vein and perhaps the nerve, should be completed 
with the forceps or the scissors without cutting. 

Injury to the pleura may be avoided by isolating the vein at the omo- 
hyoid and tracing it downward. It should be a rule, in so far as pos- 
sible, to avoid manipulation of the vein before the lower ligature is ap- 
plied. The reason for this is to minimize the danger of dislodging any 
clot or infection that may be in the vein. I believe it is wise, in the 
event of a low resection being necessary, to use as mild manipulation 
as possible after locating the vein at the omo-hyoid muscle. Proceed- 
ing in this manner with blunt dissection probably, there will be very 
little danger of dislodging a clot, should one be present. Certainly there 
will be less danger to the surrounding parts than if it is attempted to 
identify and isolate it in a less favorable locality, i. e., low in the neck. 
If the condition of the vein idicates that its immediate occlusion seems 
advisable, there can be no objection to placing a ligature around it at 
the omo-hyoid before proceeding to ligate it further down. 

The carotid artery is a tough vessel and can be injured only by some 
sharp instrument, such as the knife or scissors. If one uses these in- 
struments only on tissues positively identified as safe to cut and at 
other times uses blunt dissection, he need have no uneasiness about 
the carotid artery. 

The esophagus, perhaps, might be opened by blunt dissection, but it 
would be safe so long as the posterior retractor only was used. If the 
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tissues are drawn forward, the larynx and trachea are displaced, thus 
exposing the esophagus to injury. One may easily locate the carotid and 
one should never work anterior to it. So I repeat, use the posterior 
retractor only, and blunt dissection, and be safe. 

Many of the dangers of jugular resection are to be encountered during 
the ligation of the vein. Some, perhaps, are not. The writer does not 
consider that the subject of ligation versus excision is under discussion, 
but does welcome any suggestions in regard to either operation, the 
adoption of which will assist in their more easy and safe performance. 


DISCUSSION, 

Dr. LEDERMAN said he could corroborate one of the injuries mentioned 
by Dr. Perkins, and told of an instance in which he operated on a 
child of eight for jugular resection; an assistant in his anxiety to as- 
sure a clear field caught what he thought was a large blood vessel and 
gripped instead the pneumo-gastric nerve, resulting in a very trying 
ten minutes; the child’s pulse stopped immediately, the respirations 
ceased, and the child nearly passed away. Fortunately he saw at once 
from the appearance of the child what had occurred, and the danger was 
averted after hypodermic stimulation. Similar mistakes are liable to 
happen in the routine of changing assistants; so that when one has a 
serious case in hand it is most important to impress upon the assistant 
the importance of being very careful what he seizes in the forceps. 

He also wished to emphasize the point Dr. Perkins had made in re- 
gard to blunt dissection. The more he sees of surgical technique, espec- 
ially in the neck region, the more valuable he feels this to be. 

Dr. JArecKy, referring to Dr. Perkins’ remark about the vein being 
reduced to a cord like substance, asked what would be the indication 
to cut deep down, on the jugular vein if nature had taken care of it 
and reduced it to a cord like substance? 

Dr. Hays said one had to class these happenings purely as accidents 
that are liable to occur in any operation, but that Dr. Perkins had 
brought out very clearly the importance of recognizing and avoiding 
certain structures. 


Dr. PERKINS, replying to Dr. Jarecky’s question about the cord, said 
that the patients with this condition present had come to operation on 
account of having symptoms of sinus thrombosis. Since the jugular 
vein was occluded, the infection naturally was not through this channel. 
it must therefore reach the general circulation some other way, probably 
through the inferior petrosal sinus or the torecular end of the lateral 
sinus—just as it sometimes did after resection or ligation of the jugular. 








